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State Examining Board 


* Adv. 


EDITORIALS? 


THE PLATFORM OF THE AMERICAN 
MEDICAL ASSOCIATION* 


The American Medical Association advocates: 


1. The establishment of an agency of Federal 
Government, under which shall be coordinated and 
administered all medical and health functions of 
the Federal Government, exclusive of those of the 
Army and Navy. 

2. The allotment of such funds as the Congress 
may make available to any state in actual need for 
the prevention of disease, the promotion of health 
and the care of the sick, on proof of such need. 


3. The principle, that the care of the public 
health and the provision of medical service to the 
sick is primarily a local responsibility. 

4. The development of a mechanism for meet- 
ing the needs of expansion of preventive medical 
services, with local determination of needs and 
local control of administration. 


5. The extension of medical care for the indi- 
gent, and the medically indigent with local determi- 
nation of needs and local control of administration. 


6. In ve extension of medical services to all the 
people, the utmost utilization of qualified medical 
and hospital facilities already established. 


The continued development of the private 
practice of medicine, subject to such changes as 
may be necessary to maintain the quality of medical 
services and to increase their availability. 

8. Expansion of public health and medical 
services consistent with the American system of 
democracy. 


CHIROPRACTIC INITIATIVE DEFEATED 
BY CALIFORNIA ELECTORATE 


Initiative Proposition No. 2 Defeated, as Pre- 
dicted.—In our November comment, we ex- 
pressed the opinion that the advocated revision of 
the existing California Chiropractic Practice Act, 
as provided in Initiative Proposition No. 2 on the 
November 7 election ballot, would not command 
from the citizens of the State sufficient votes to 
insure its enactment. In confirmation of this pre- 
diction, the election returns, as given in press dis- 


j Editorials on subjects of scientific and clinical interest, 
contributed by members of the California Medical Asso- 


ciation, are printed in the Editorial Comment column which 
follows. 


* See also in this issue, on pages 358, 360 and 394. 
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patches of November 8 and the days following, 
revealed the gratifying news that the attempt of 
a section of the chiropractic group to extend the 
domain of that cult’s practice into the realm of 
medicine and surgery had not only been unsuccess- 
ful, but had been overwhelmingly rejected; the 
almost final vote in 10,939 precincts out of a total 
of 11,193 registering 1,852,902 ballots against the 
chiropractic initiative, with only 785,269 in its 
favor.* This result was the more satisfactory, be- 
cause obtained in spite of an affiliation with the 
proponents of the “Ham and Eggs” phantasy and 
the expenditure of very considerable funds secured 
by a chiropractic group to further a publicity 
campaign designed to promote acceptance of the 


measure. 
* * ®& 


Verdict of the Voters Most Gratifying.—It is 
thus heartening to know that the citizens of Cali- 
fornia refused to be misled by the specious state- 
ments put forth by both those who sponsored the 
drafting of the 1939 chiropractic initiative and 
those who actively supervised the campaign to 
secure its approval by the electorate. The voters’ 
rejection of the project depended upon a number 
of factors, among which may be mentioned the 
following: 

1. The initial blunder committed by the Lieu- 
tenant-Governor (in whom is vested the power to 
designate the citizens who compose the “for and 
against arguments” concerning each initiative, 
which are distributed with the sample ballots), in 
selecting, for the writing of the reasons why the 
initiative should not be enacted, two women who 
(as reported from press items, on page 197 of the 
September issue of CALIFORNIA AND WESTERN 
MEDICINE) were later found to have been “guilty 
of collusion.”* Publicity of the above facts at- 
tracted the attention of many voters and, no doubt, 
was responsible for a large number of votes cast 
against the measure. 


2. The Lieutenant-Governor then appointed 
three representatives of other chiropractic organi- 
zations, who were not in favor of the proposed 
initiative, to write the opposing arguments, and 
the “divided house” so created also sowed the seeds 


of doubt in the minds of many wielders of the 
ballot. 


3. From various directions, too, the editors of 
California newspapers were informed concerning 
the real significance and scope of the proposed 
initiative; and it bespeaks hope for popular gov- 
ernment and an independent press that editorial 
support against Proposition No. 2 was so gener- 
ously given throughout the entire State. The 


* Vote on Initiative Propositions.—Associated Press 
wires, according to the San Francisco Chronicie of Novem- 
ber 10- —almost 99 per cent complete—showed the following 
tabulations: 


Precincts 
Proposition Reporting 

No. 1—‘“‘Ham and Eggs”.... 10,938 
No. 2—Chiropractic Bill 10,931 785,269 1,852,902 
No. 3—Shelley Loan Act 10,931 1,814,133 727,726 


{The San Francisco Examiner bureau dispatch from 
Sacramento, printed the following day, August 23, stated: 
“An investigation by the [California] Bureau of Identifica- 
tion indicated both pro and con arguments had been written 
on the same type of stationery, and by the same typewriter.” 


Yes No 
975,410 1,883,484 
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medical profession, naturally, and all who believe 
in conservation of the public health, are deeply 
appreciative of the aid so rendered. 

4. Last to be considered, but by no means least, 
was the efficient service by the representatives of 
scientific medicine themselves. Here may be men- 
tioned, in particular, the work of the California 
Public Health League, the activities of the Public 
Relations Counsel of the California Medical Asso- 
ciation Committee on Public Health Education, 
and the support from the Woman’s Auxiliaries 
and allied agencies. 


* * 


Results Again Demonstrate the Wide Infiu- 
ence of the Medical Profession.—It has been 
frequently stated that members of the medical pro- 
fession, on matters of proper public health and 
welfare, are in position in all probability to exer- 
cise a wider and more powerful influence on public 
opinion than any other group of citizens ; and such 
is undoubtedly the fact. The time was when the uti- 
lization of this influence—which revolves around 
the integrity and standing of individual physicians 
in their respective communities—was not well 
supervised; but, in recent years, the repeated 
attacks against scientific medicine and public health 
standards have taught the profession how best to 
avail itself of its own power and prestige. As an 
example, in the recent work against the Chiro- 
practic Initiative, the legitimate machinery that 
was set in motion functioned quietly but most effi- 
ciently ; as the better than 2-to-1 rejection of Propo- 
sition 2 by the California citizenry amply indicates. 

Now that endeavors of the proponents of the 
cultist proposition have met with such merited dis- 
approval by the electorate, it is possible to perceive 
that those efforts may nevertheless result in ulti- 
mate good, in deterring other cultist groups from 
resorting to similar initiative appeals. In these 
troublous times such disapproval also permits 
medical profession members to have confidence 
for victory in battles for the right still before them, 
in the knowledge that codrdinated and careful 
planning shouid be able to combat antagonists who 
sponsor proposed federal, state, or local legislation 
that is neither sound nor for the ultimate welfare 
of the people. 


MEDICAL DEFENSE 


Malpractice Suit Evil Does Not Lessen.—A 
matter of concern in medical practice is that having 
to do with malpractice suits which, because of their 
frequency and often deplorable results, make the 
subject from various angles one of increasing im- 
portance. To begin, no physician can tell when 
such malpractice lightning will strike him, owing 
to the fact that the unfortunate combination of a 
dissatisfied patient, a colleague unwise in his con- 
versation, and certain types of attorneys-at-law 
cannot be foreseen or prevented. To this causative 
group can be added the psychologic reactions of 
the many current-day American juries, whose ver- 
dicts are often tinged with emotionalism and who 
so often grant monetary damages, often, without 
regard to facts or law. 
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Many Medical Defense Insurance Companies 
Have Retired from the Field.—The problem has 
also come home in intimate fashion to insurance 
companies providing medical defense, because 
those organizations, like the physicians themselves, 
have been unable to estimate with accuracy a sound 
actuarial background to cover the expenses in- 
volved in malpractice cases. As a consequence, well 
known companies, not only in California but in 
other commonwealths, have one by one retired 
from the field of this type of protection insurance. 
The companies that continue to operate affirm they 
have been obliged to increase their premium rates 
in order to build up reserves sufficiently large to 
enable them to meet adverse verdicts from juries. 
Malpractice suits, therefore, have an intimate rela- 
tionship to both the reputation of physicians and 
also to the purses of medical practitioners, a single 
item in a newspaper concerning a suit that has 
been filed being certainly a most unhappy expe- 
rience for any physician. The recurrent notices 
of premiums due for medical defense, with the 
lesser coverage granted and the other uncertainties 
involved, make the matter of malpractice insurance 
one of frequent conversations by members of the 
medical profession; and existing conditions pro- 
mote this deplorable restlessness and doubt on 
what is best to do under the existing circumstances. 


* * * 


Study of Medical Defense Is Being Made.— 
At the present time the topic is undergoing study 
by the California Medical Association Committee 
on Public Relations, its members hoping to find 
ways and means of reducing the number of mal- 
practice suits having no real merit in fact, and also 
of indirectly aiding insurance carriers in their work 
under conditions more advantageous, both to them- 
selves and to the physicians to whom they offer 
defense coverage. At the same time, other phases 
of the problem will be investigated by the commit- 
tee ; and later it is hoped to acquaint the component 
county societies with the results of the committee’s 
investigations. Meanwhile suggestions will be cor- 
dially welcomed, and members of the Association 
are invited to communicate with the California 
Medical Association Committee on Public Rela- 
tions, in care of the Association Secretary at head- 
quarters in San Francisco. 






CALIFORNIA MEDICAL ASSOCIATION 
COMMITTEE ON PUBLIC HEALTH 
EDUCATION 

New Problems Create Additional Expendi- 
tures.—In former days, financial needs of the 
Association were usually met by an increase in 
annual dues, but several years ago, at a time when 
fewer problems demanding large outlays of funds 
for their solution were confronting the profession, 
these annual dues were lowered. Later, as unex- 
pected expenditures, due to activities such as the 
California Medical-Economic Survey and the 
battle against the antivivisection initiative, came to 
the front, the treasury was found so depleted that 
moneys for any extensive campaign of education 
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in matters of public health and scientific medicine 
were not available. 

At Del Monte, in May, 1939, the Council recom- 
mended an increase in the annual dues, but the 
House of Delegates deemed it wise to decide that 
the needed funds should be raised by a special 
assessment, some of the proposed resolutions advo- 
cating not one, but a series of assessments. 


* * * 


Special Assessment of the House of Dele- 
gates.—The Council’s formal announcement of 
the resolution adopted by the House of Delegates 
did not meet with an enthusiastic reception due, 
perhaps in good part, to certain inclusions in the 
resolution adopted by the House of Delegates that 
were not in harmony with the Association’s con- 
stitution and by-laws. In the meantime the com- 
mittee, which the resolution created, appointed to 
receive and disburse the funds for certain purposes, 
had come into existence, choosing for itself the 
name, Committee on Public Health Education. 


* * * 


Record of the Committee on Public Health 
Education.*—The minutes of its several meet- 
ings have appeared in the OFFICIAL JOURNAL, and 
its work has gone steadily forward along conserva- 
tive and carefully outlined lines. The committee’s 
representatives have been very active in the work 
involved in educating the citizens of California 
concerning proper service in the healing art, as 
well as the need of maintaining high standards in 
protecting the health and lives of the people. 

This educational campaign, so well carried on, 
explains in part the reaction of the voters of the 
State to the chiropractic initiative which went down 
to deserved defeat.t 


Of the special assessment money collected 
($48,000) the sum of about $12,000 has been used 
to date, leaving a balance of $36,000 at the disposal 
of the Committee on Public Health Education to 
carry on its work until the next annual session con- 
venes at Coronado in May, 1940. In view of the 
results already achieved, the Council expresses the 
hope that the comparatively small number of mem- 
bers who have not yet forwarded these special 
assessments to their respective county secretaries 
will do so before the close of the present calendar 
year. 


MEDICAL LIBRARIES OF CALIFORNIA: 
PACKET SERVICE 


California’s Medical Libraries Invite Use of 
Their Facilities—Closely related to postgrad- 
uate activities are the services rendered by medical 
libraries. Although California may not be able to 
boast of large storehouses of medical learning such 
as exist in some of the older centers in the East, 
the State nevertheless is blessed with three institu- 


_* The roster of the Committee on Public Health Educa- 
tion appears on advertising page 6 of each issue of the 
OFFICIAL JOURNAL, its membership being as follows: Frank 
R. Makinson, chairman, Oakland; Karl . Schaupp, secre- 
tary, San Francisco; Samuel Ayres, Jr., Los Angeles; 
Thomas A. Card, Riverside; Lowell S. Goin, Los Angeles; 
Junius B. Harris, Sacramento; Dewey R. Powell, Stockton ; 
Charles A. Dukes (ex officio), Oakland. 


+ For Report of Committee, see page 399. 
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tions of which it may well be proud: the Library 
of the Medical School of the University of Cali- 
fornia, the Lane Medical Library of Stanford 
University, and the Barlow Medical Library of 
the Los Angeles County Medical Association. In 
addition, the San Francisco, Alameda, San Diego 
and Riverside County Medical Societies also main- 
tain libraries available for certain local needs. 

Attention of members of the California Medical 
Association is called to the three larger libraries 
first mentioned because these institutions are will- 
ing to be of service to members of the medical 
profession throughout the State. Communications 
addressed to them, on specified topics relating to 
packet service, will receive careful consideration, 
and librarians will be happy to send available litera- 
ture from their reserve shelves. 

The University of California Library is sup- 
ported by state taxation and has taken over the 
work of the State Medical Library, the San Fran- 
cisco and Los Angeles Branches of which were 
forced to suspend on July, 1939, when appropria- 
tions were no longer obtainable. Lane Medical 
Library, of Stanford University Medical School, 
and the Barlow Medical Library, of the Los An- 
geles County Medical Association, for a number 
of years have received annual donations from the 
California Medical Association, and, in return, 
have been glad to extend their facilities for packet 
library service to physicians who do not reside in 
their cities. For convenience in correspondence, 
therefore, their addresses are here given, and every 
Association member is invited to avail himself of 
the exceptional opportunities referred to: 

University of California Medical Library, Medi- 
cal Center, San Francisco, (telephone, MOntrose 
3600. ) 

Lane Medical Library (Stanford Medical 
School), 2398 Sacramento Street, San Francisco, 
(telephone, W Est 8000). 

Barlow Medical Library (Los Angeles County 
Medical Association), 634 South Westlake, Los 
Angeles, (telephone, FItzroy 7694). 


ACHILLES HEEL OF AMERICAN MEDICINE 


“National Physicians’ Committee for the Ex- 
tension of Medical Service.”—-Concerning the 
“National Physicians’ Committee for the Exten- 
sion of Medical Service’’* and its laudable objec- 
tives, discussion will be made in a future issue. 
Here and now, attention is called to the caption of 
these comments, “Achilles Heel of American Medi- 
cine,” because that is the title of a reprint article 
appearing on page 360 in the current number of 
CALIFORNIA AND WESTERN MEDICINE. 

The OrrictiaL JoURNAL has only rarely broken 
its self-imposed rule not to give place, in the origi- 
nal articles department, to reprinted topics. How- 
ever, since circumstances alter cases, and because 
the medical profession of California has had some 
very illuminating experiences in recent years re- 
garding attempts to institute governmental direc- 


* Office of the National Physicians’ Committee: Suite 207, 
at 700 North Michigan Avenue, Chicago, Illinois, John M. 
Pratt, executive administrator. 
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tion in medical practice, it seems desirable to give 
special place to the “Achilles Heel” article, in the 
hope that every member of the California Medical 
Association will take the time to read the important 
pronouncements contained therein, which are so 
forcibly and pungently stated. 

The article was distributed in Chicago at the 
annual meeting of State Medical Association Sec- 
retaries and Editors, and bore on the front cover 
the following introduction : 

A brief statement of the problem and a short outline of 
the steps that are being taken to offset the destructive 
processes which are undermining the profession and the 
industry. 

While on the inside cover were these stimulating 
paragraphs : 

The men now in medicine will determine what its future 
is to be. 

A new factor is involved. 

Propaganda coming into widespread use has adversely 


affected the status of the physician, and altered the view- 
point and the attitude of the patient. 


The degree of independence, the relative place, and the 
quality of service of American Medicine for the future 
will be determined by the intelligence and vigor with which 
the physician faces—and deals with—this new problem. 


The above should be additional incentive for 
perusal of the text of “The Achilles Heel of Ameri- 
can Medicine,” which, as before stated, appears 
on page 360 of this issue.* 

Other State Association and Component 
County Society News.—Additional news con- 
cerning the activities and work of the Cali- 
fornia Medical Association and its component 
county medical societies is printed in this issue, 
commencing on page 394. 


EDITORIAL COMMENTt 


CARCINOGENIC VIRUS IN TAR SARCOMA 


Demonstration by McIntosh and Selbie? of 
Middlesex Hospital, England, of a carcinogenic 
virus in chemically induced sarcoma in fowls, 
coupled with Parson’s* previous demonstration of 
a similar filterable virus in tar leukemia and sar- 
coma of mice, may necessitate revisions of current 
theories as to the etiology of chemically induced 
malignant disease. 

The presence of atypical antigens in tar sarcoma 
was first deduced by Andrewes,’ from serologic 
evidence. He found that a tar sarcoma of fowls 
would grow for a time if transplanted into adult 
pheasants. All pheasants thus serving as hosts for 
the malignant fowl tissues developed antibodies 
that would neutralize the virus of Rous sarcoma. 


7 This department of CALIFORNIA AND WESTERN MEDICINE 
presents editorial comments by contributing members on 
items of medical progress, science and practice, and on 
topics from recent medical books or journals. An invita- 
tion is extended to all members of the California Medical 
Association to submit brief editorial discussions suitable 
for publication in this department. No presentation should 
be over five hundred words in length. 

* See also article, “‘The Platform of the American Medical 
Association,” on page 394. 

1 McIntosh, James, and Selbie, F. R.: Brit. J. Exper. 
Path., 20:49 (Feb.), 1939. 


2 Parsons, L. Dorothy: J. Path. and Bact., 43:1, 1936. 
3 Andrewes, C. H.: Ibid., 43:23, 1936. 
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Such antibodies were never found in normal pheas- 
ants, nor in pheasants immunized against normal 
fowl tissues. Andrewes would explain this hetero- 
phile reaction by the assumption that tar sarcoma 
of fowls contain a carcinogenic virus similar to that 
of Rous sarcoma, even though this virus cannot be 
demonstrated by filtration methods. 

In later tests of this theory, McIntosh and Selbie 
found nine tar-induced sarcoma of fowls in which 
a carcinogenic virus was present in effective con- 
centration in Berkefeld filtrates. These five tar 
tumors could be propagated indefinitely in normal 
chickens by serial inoculation with filtered tumor 
extracts. They concluded that these five tar-induced 
sarcomas were, in reality, virus tumors, the tar 
merely serving as the initial potentiating or synergic 
agent, “playing no part in the maintenance of the 
subsequent malignant process.” 

The possibility that the alleged “virus” is noth- 
ing more than an autocatylitic colloid formed by 
tar denaturation of normal fowl cytoplasm, is now 
under investigation in their laboratory. There is 
no reason to believe that the virus is necessarily 
a preformed environmental factor. A partially 
denatured or atypically polymerized cytoplasmic 
colloid—a giant molecule which multiplies or is 
multiplied in symbiosis with altered tissue cells—is 
in line with the newest theories of cytology and 
colloidal chemistry.* Study of this presumptive 
denatured or synthesized colloid in chemically in- 
duced sarcoma, therefore, promises results of basic 
scientific interest as well as numerous practical 
applications. 

P. O. Box 51. 
W. H. MANwarina, 


Stanford University. 


ACTINIC KERATOSIS OF THE LEFT 
FOREARM DUE TO DRIVING AN 
AUTOMOBILE 


keratoses are small, dry, hard, rough crusts apt 
to occur on the dry, hard skin of elderly people. 
Exposure to the weather, and especially to light 
rich in actinic rays, are among the chief causes of 
their occurrence. The great interest of these lesions 
consists in their tendency to degenerate into cancer. 
In the present instance the mode of exposure to 
light is the main feature. 


A woman sixty-nine years of age, of fair com- 
plexion and in excellent health, consulted me for 
two keratoses on the extensor surface of the left 
forearm. One of these was heavily crusted and 
quite large, about pea-sized, and the other had ap- 
peared more recently and was much smaller. On 
curetting, the large one left a fairly deep depres- 
sion, but only in the epithelial layer of the skin. In 
other words, it had extended into the rete mal- 
pighii, but no farther. 


It struck me as peculiar that she should not show 
more evidence of similar trouble on the surfaces 
more usually affected, such as the face, the dorsae 
of the hands, or even the “V” at the front of the 


4 Bernal, J. D., et al.: Symposium on the Cell and Proto- 
plasm, Stanford University, California, June 30 to July 5, 
1939. (To be published.) 
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neck so frequently exposed by women. The skin 
of the rest of the affected forearm was normal, 
except for being somewhat more pigmented than 
its fellow. 


While reflecting on this the patient happened to 
remark that, because of an invalid sister, she drove 
her automobile a great deal. Instantly it struck me, 
as the patient was from the country, that this meant 
exposure of the left forearm to the sunlight, and 
she then admitted that it was so exposed, frequently 
and lengthily. 

The patient had the fair skin of the tribes about 
the North Sea, whence she was descended. These 
people are poorly supplied with cutaneous pigment, 
and therefore peculiarly sensitive to the actinic 
rays of light. Besides that, she was living in lati- 
tude 37.5, which is that of Seville in the south of 
Spain, under a sun much richer in actinic rays than 
that to which she was racially adapted. Conse- 
quently, we had before us a forearm exposed day 
after day, and prolongedly, to a stronger sun than 
she was normally fitted to withstand. 


The question then arose as to what measures 
should be taken to obviate this dangerous situation. 


It is so comfortable while driving an automobile 
to rest the left forearm on the sill of the window 
that it would be “preaching in the desert” to advise 
against it, and I have no desire to emulate John the 
Baptist in this respect. A man usually has his arm 
covered by his shirt or coat sleeve, though this is 
not always the case, as many, especially youths, 
now go with bare arms. A woman, however, usu- 
ally has her forearm uncovered. 


So our patient was advised that in the future she 
should cover her left forearm while driving her 
automobile. Even a light sleeve is all that is re- 
quired, and if this is of red or yellow material it 
will be all the more protective. 


As for the color, anyone who does any photog- 
raphy knows that changing the plates is done under 
a red light, thoroughly shutting off the actinic rays, 
which would otherwise strike the plates. Also our 
farmers, in the not long ago, were subconsciously 
aware of the comfort afforded the neck by wearing 
red bandana handkerchiefs. Many of them even 
wore red shirts in summer. 

450 Sutter Street. 
DoucLass W. Montcomery, 


San Francisco. 


Two principles govern the moral and intellectual world. 
One is perpetual progress, the other the necessary limita- 
tions to that progress. If the former alone prevailed, there 
would be nothing steadfast and durable on earth, and the 
whole of social life would be the sport of winds and waves. 
If the latter had exclusive sway, or even if it obtained a 
mischievous preponderancy, everything would petrify or 
rot. The best ages of the world are those in which these 
two principles are the most equally balanced. In such ages 
every enlightened man ought to adopt both principles, and 
with one hand develop what he can, with the other restrain 
and uphold what he ought.—Gentz. 


So closely related are the stomach and the heart that 


they are frequently confused when trouble in one or the 
other arrives. 
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THE ACHILLES HEEL OF AMERICAN 
MEDICINE* 


HE weak spot in American Medicine is in its 

singleness of purpose. Its greatest danger lies 
in the exclusiveness of its devotion to scientific 
improvement and technical effectiveness. 

In a period of one hundred and fifty years in 
the United States, the life expectancy of man has 
been raised from thirty-five years to sixty-two 
years—nearly doubled. 

During this period typhus fever practically has 
disappeared; smallpox has been robbed of its 
terror; diphtheria has been conquered; typhoid 
fever, tuberculosis, diabetes, and a score of lesser 
ailments have been subjected to control. 

Today, a child born into an average American 
home has the prospect of living more than ten years 
longer than a child born into a similar home in any 
other great nation in the world. 


WORLD SUPREMACY 


These are some of the achievements of American 
Medicine. Back of the achievements are the scien- 
tists, the medical schools, the research laboratories, 
the production and distribution of drugs and medi- 
cines, the technical skills and the methods of 
practice and of hospitalization that have brought 
world-wide recognition of supremacy in the field 
of medicine and medical practice. 


1938—-BEST HEALTH RECORD 


This American Medicine gave to the United 
States, in the calendar year of 1938, the most 
favorable health record of its one hundred and fifty 
years’ history. It resulted—in 1938—in the highest 
general level of health and the lowest death rate 
ever known in the United States or for any com- 
parable number of people anywhere in the world.* 


INDEPENDENCE THREATENED 


Yet, in the face of this unparalleled record of ac- 
complishment, American Medicine is under attack. 

Unless the American people are made fully aware 
of these facts and become conscious of their mean- 
ing in terms of public benefit and individual 
security, American Medicine may be fettered. Its 
further development and its opportunity for service 
may be restricted. Its independence, which made 
possible its progress, may be forfeited. 

Here is to be found the “Achilles Heel” of 
American Medicine. It concerned itself with the 
prevention, control, and the curing of disease so 
completely that it has failed to keep the public fully 
aware of its advances and of its superiority. If 
ethical and scientific standards that have prevailed 
are to be safeguarded and the independence of 
American Medicine preserved, the profession must 

* Reprint of a brochure appearing under the sponsorship 


of the ‘‘National Physicians’ Committee for the Extension 
of Medical Service,’’ 700 North Michigan Avenue, Chicago. 


See also in this issue, comments on pages 358, 394, and 410. 

¢ For articles in CALIFORNIA AND WESTERN MEDICINE, see 
issues of April, 1939, on page 318; and June, 1939, on page 
461. 
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assume this responsibility. The men in American 
Medicine will determine what its future is to be. 


TWO NEW CONDITIONS 


Medicine is confronted with two new sets of 
conditions. On the one hand, widespread un- 
employment. low farm income, and the continu- 
ation of conditions of general depression have 
made it difficult for an ever-increasing number of 
people to pay for the best medical service and 
proper hospitalization out of earnings. 

On the other hand, there is the trend—world- 
wide in scope—toward governmental paternalism 
and the false, suicidal doctrine that the “State” can 
provide a service and a security that the people 
cannot otherwise obtain. As related to medicine, 
the implementing of this concept would effect revo- 
lutionary changes in both the practice of medicine 
and the underlying philosophy which has given it 
the dynamic quality that resulted in world-wide 
leadership. 

BREAK ON PROGRESS 


Always there are scoffers, but, unless the pres- 
ent trend is checked, this movement will lead to 
the regimentation of the medical profession and the 
practice of medicine under direct control of the 
government. In this instance, the historic state- 
ment of President Lincoln, “No nation can survive 
half-slave and half-free,” applies with equal force. 
The first step leads to a second ; the second necessi- 
tates a third, and the succession of steps leads to 
regimentation. 

Regimentation inevitably stifles initiative and 
places a brake on progress. 


CONFLICTING OBJECTIVES 


The present critical situation for the medical 
profession is the result of conflicting objectives. 
We have the well-being of the individual from the 
standpoint of health and medical service. As op- 
posed to this we have the political advantage that 
would accrue through the control of medicine, 
medical practice, and hospitalization by government. 


RUTHLESS ATTACK 


To secure this political advantage, certain selfish 
political elements are sponsoring changes that, in 
many respects, are vicious. Until these elements 
began their undermining campaign for these 
changes, there was widespread, almost universal, 
confidence on the part of the public, in the efficacy 
of American Medicine and American physicians. 
Apparently, they felt that if these changes were 
to become successful in operation, public support 
was essential. To secure this public support it was 
necessary to destroy the people’s confidence in 
American Medicine and, to a degree at least, to 
discredit the practicing physician. 

With the ruthlessness and lack of justification 
that characterizes totalitarianism, the necessary 
preliminary steps were taken. Representatives of 
organized medicine were haled before a Federal 
Grand Jury. Not civil, but criminal charges were 
preferred against them. On the basis of repre- 
sentations made by the agents of the Department 





December, 1939 


of Justice, on December 21, 1938, criminal indict- 
ments were voted by the Federal Grand Jury. 

Subsequently, the case was dismissed by a Fed- 
eral Judge with a scathing denunciation of the 
tactics that had been employed. 


EFFECTS DAMAGING 


Relatively, this is unimportant. The move had 
served its purpose. The world had been told 
through newspapers, magazines, the radio, from 
public platforms and by word of mouth, that the 
doctors were operating a monopoly and that the 
public interest was being sacrificed. There had 
never before been made an attempt to browbeat 
an entire trade or profession or an industry. A new 
precedent was established. The damaging effects 
of this adverse propaganda extended to the re- 
motest hamlet in the United States. It paved the 
way for the introduction of the Wagner National 
Health Bill in the Senate on February 28, 1939. 


THE NATIONAL HEALTH BILL 


The provisions of the Wagner National Health 
Bill are generally known. Unprejudiced authori- 
ties saw in the measure the prospect of prejudicing 
public health and seriously impairing the efforts of 
practicing physicians. It provoked a veritable storm 
of protest from those truly interested in the pre- 
vention and cure of disease and the alleviation of 
human suffering. 


AMERICAN MEDICAL ASSOCIATION 
TAKES STAND 


On May 17, the House of Delegates of the Ameri- 
can Medical Association unanimously adopted a 
resolution, the import of which is embodied in the 
following paragraph: 

“The American Medical Association would fail 
in its public trust if it neglected to express itself 
unmistakably and emphatically regarding any threat 
to the national health and well-being. It must, 
therefore, speaking with professional competence, 
oppose the Wagner Health Bill.” 

It should be noted that “the public interest” was 
the all-important consideration in this finding. 

The Senate Subcommittee on Education and 
Labor held hearings and recorded testimony on the 
National Health Bill over a period of nearly three 
months. The Congress adjourned without the Bill 
being voted out of the Committee for consideration 
by the Congress. 


NEW BILL IMMINENT 


Much of this is history. The important fact is 
that there will be a new health bill before the next 
Congress. In all likelihood, public health will be 
a major consideration in the presidential election 
in 1940, In this sense—and in spite of all the efforts 
that have been made to avoid it—health and medi- 
cine, medical practice, and hospitalization, have 
become political issues. 


LOGIC OF THE CASE 


The fact is that American Medicine has provided 
the most effective and the most widely distributed 
medical and hospital service in the world. Yet the 
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public, through newspapers, books, magazines, and 
the radio, hears that it is inadequate and ineffective. 

The public is being taught that medical care and 
hospital service are unavailable in sparsely settled 
and inhospitable areas, and should be provided by 
government. It is as reasonable to attempt to pro- 
vide housing and food and clothing to a group 
which might decide to settle in the center of the 
Mojave Desert. 

The public is being taught that it is being imposed 
upon by organized medicine. Systematically, it is 
being schooled in the belief that only government 
can provide medical care that will insure to each 
and every one the maximum efficiency in the treat- 
ment of disease. 


EXPERIENCE CONTRADICTED 


If there be truth in this teaching, it contradicts 
the experience of the nations of the world over 
a period of fifty years. During this period, for 
differing lengths of time and in varying degrees, 
the medicines of England, France, Germany, and 
Russia have been subject to control or adminis- 
tration by government. During this period, Ameri- 
can Medicine moved forward to world leadership 
and, in 1938, gave to the United States its best 
general health record. 

The issue has been joined. 


VITALLY IMPORTANT DECISION 


The future of American Medicine will be deter- 
mined by the manner in which the doctors face and 
respond to this new challenge and new responsi- 
bility. 

If the ethical and scientific standards are to be 
maintained, the independence of American Medi- 
cine preserved, and the public interest best served, 
American physicians must : 

1. Make possible the providing of medical serv- 
ice to the indigent and those in the low income 
groups, and insure the most widespread distribution 
of the most effective methods and equipment in 
medicine and surgery. 

2. Assume the responsibility of countering de- 
structive propaganda by familiarizing the public 
with the facts in connection with the methods and 
the achievements of American Medicine. 

To meet these needs the National Physicians’ 
Committee for the Extension of Medical Service 
came into being. It has established headquarters 
in Suite 207-209, 700 North Michigan Avenue, 
Chicago, Illinois. 

Initially it will advocate : 

1. The maintenance of independent private medi- 
cal practice. 

2. The preservation and extension of our inde- 
pendent hospital system. 

3. The centralization of all health services of 
Federal and State governments. 

4. The determination of health requirements on 
the basis of locally gathered and locally interpreted 
data and the utilizing of grants-in-aid only under 
conditions of locally demonstrated needs. 

5. Control and disbursement of public health 
funds by administrators locally appointed or locally 
elected. 
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This committee will, to the fullest possible extent 
within the abilities and resources, familiarize the 
general public with its program and policies, pri- 
vate and public health needs; the achtevements of 
and the position occupied by American Medicine ; 
the services rendered by physicians—how and 
where these services are available, and will utilize 
to accomplish these purposes: 

The daily, weekly, and trade papers ; magazines ; 
radio; public meetings; and the codperation and 
services of other agencies or organized groups, 
which can aid effectively in promoting the objec- 
tives sought. 

WELL EQUIPPED 


This new institution has the knowledge, the 
personnel, the machinery to perform a vitally im- 
portant service for the medical profession and to 
become an important aid in safeguarding the health 
interests of the public. 


DOCTOR DETERMINING FACTOR 


The degree of its effectiveness will be measured 
by the extent of the moral and financial support 
contributed by American physicians. 

Will American Medicine assume its new re- 
sponsibility ?* 


HEADACHES OF CHRONIC OR RECURRING 
TYPE: CONSIDERED FROM THE VIEW- 
POINT OF THE INTERNIST‘ 


By Dwicut L. Wirpur, M. D. 
AND 
Linpot R. Frencu, M.D. 
San Francisco 


N a discussion of headaches from the standpoint 

of the internist, in such a short space of time as 
by necessity has been allotted to us in this sym- 
posium, little information can be presented other 
than a very brief outline of certain types of head- 
aches, and of the symptoms and findings which are 
characteristic of them. The results obtained would 
not be worthy of the effort if it were not for the 
fact that chronic and recurring headaches com- 
monly present a difficult diagnostic problem. In 
the last analysis, the majority of patients who have 
such diagnostic problems eventually land in the 
office of the internist, or the internist is called upon 
by the patient or his physician to pass judgment 
on the importance of an abnormality found in the 
eyes, the nose, the teeth, or elsewhere as a cause 
for headaches. Consequently, the internist must be 
familiar with a large variety of headaches, and with 
the value of certain diagnostic and therapeutic 
procedures in elucidating and relieving them; and 
the ophthalmologist and otolaryngologist must be 
familiar with some of the “general conditions” 
which characteristically lead to chronic headaches. 





* Members of the California Medical Association are in- 
vited to present their views to the new organization, which 
may be addressed: National Physicians’ Committee, 700 
North Michigan Avenue, Chicago, Illinois. (John M. Pratt, 
Executive Administrator. ) 

7 Read before the Section on Eye, Ear, Nose and Throat 
of the California Medical Association at the sixty-eighth 
annual session, Del Monte, May 1-4, 1939. 
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FREQUENCY OF HEADACHES 


Headache is an almost universal complaint. 
Riley * has well said that “if one would search for 
the human ill which has manifested itself most 
widely during all times, and among all peoples, 
there can be but little doubt that headaches would 
attain this unenviable distinction.” Headache ac- 
companies so many diseases and conditions that 
almost all of us at some time have suffered from 
at least one variety of headache. The frequency 
with which headache is mentioned as a symptom 
in advertisements for almost all types of patent 
medicines is a good indication of the fact that it 
is a very common complaint. 

The incidence of various types of headaches is 
not at all clear, and very little information on this 
subject is available. Indeed, wide differences of 
opinion exist in regard to the frequency of various 
types of headaches, as is indicated by the fact that 
some ophthalmologists have stated that 90 per cent 
of all headaches are the result of eyestrain, whereas 
some clinicians have placed the incidence of this 
type of headache at from 10 to 15 per cent of all 
cases. A neurologist, who classified the headaches 
in patients coming under his observation, noted the 
following incidence of them: 45 per cent neures- 
thenic, 6 per cent hysterical, 17 per cent organic, 
19 per cent gastro-intestinal, and 13 per cent dis- 
eases of the special senses. It is of interest to note 
that, in over one-half of the cases in this group, 
the headaches were due to disturbances of nervous 
or functional origin. 


MECHANISM OF HEADACHES 


Since the brain is insensitive, it is obvious that 
headaches must arise through mechanisms having 
to do (1) with stimulation of nerves supplying the 
dura, scalp or other cranial structures; (2) with 
alterations in the blood vessels or in the flow of 
blood to the head ; (3) with changes in intracranial 
pressure ; (4) with diseases of the skull; (5) with 
lesions of the thalmus (called “central pain”), and 
(6) with unknown factors. 

It is quite likely that the majority of headaches 
arise as the result of stimulation of branches of 
the fifth cranial or trigeminal nerves which supply 
sensory fibers to the greater part of the dura as 
well as to the anterior half of the head. Other 
nerves, which carry sensory fibers from the head, 
include the tenth or vagus nerves which supply a 
portion of the dura, the ninth or glossopharyngeal 
nerves which supply parts of the posterior and 
lateral walls of the pharynx, and the upper cervi- 
cal nerves which supply the occipital area. In ad- 
dition, there are a large number of sympathetic 
nerve fibers accompanying blood vessels which 
supply the brain. Stimulation of these fibers is 
thought to produce a characteristic type of head- 
ache. 

Changes in the blood vessels which are apt to 
lead to headaches have to do principally with 
sudden changes in the caliber of them and, conse- 
quently, of the volume of blood flow within the 
cranial cavity. Rapid changes in blood flow proba- 
bly produce headaches as a result of sudden alter- 
ations in intracranial pressure, or as a result of 
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stimulation of the sympathetic-nerve fibers which 
accompany blood vessels. 

Rapid or excessive increases or decreases in 
intracranial pressure ordinarily produce headaches. 
The mechanism by which the headache develops 
is not clearly known; but it probably comes about 
as a result of stimulation of nerves supplying the 
dura, and possibly also as a result of the effect of 
the change in pressure on blood vessels, and on 
accompanying sympathetic nerve fibers. 

Very little is known of so-called thalamic or cen- 
tral pain. Direct stimulation of centers by lesions 
in the thalamus may account for headaches, but 
such headaches probably are rare. 


Very little is known of the mechanism which 
causes headaches of the psychogenic or psycho- 
neurotic type. 


CLASSIFICATION 


A satisfactory classification of headaches is im- 
possible, because so little is known of the etiology 
and pathologic physiology of them. Consequently, 
any classification based on etiologic factors, on 
pathologic features, or on clinical phases of head- 
aches, is inadequate. For purposes of discussion 
there is advantage in trying to group various types 
of headaches together, and such a grouping as that 
noted in Table 1 has been used in the present 
discussion. 

I, RHEUMATIC HEADACHES 


Rheumatic headaches also are known as nodular, 
indurative or fibrositic headaches. They presuma- 
bly are caused by inflammatory reactions in the 
muscles and fascia overlying the skull and nuchal 
region. Such headaches usually are superficial, dull 
and often constant, and they are apt to be located 
in the occipital region and in the neck. Often rheu- 
matic headaches are aggravated by prolonged ten- 
sion on the neck muscles, such as that induced by 
sitting in a position in which the head is slightly 
flexed, as in sewing, reading, and writing. They 
are aggravated also by exposure of the back of the 
head and the neck to a draft or to cold. Occasion- 
ally rheumatic headaches are worse after a night’s 
rest. In other words, rheumatic headaches have 
the characteristics of rheumatic pains and aches in 
other parts of the body. 


On examination of the patient with such a head- 
ache, one is apt to find the involved area to be 
diffusely tender or there may be localized spots of 


tenderness over the nuchal area or occiput. Fur- , 


ther examination not infrequently reveals thicken- 
ing of the nape of the neck. In almost all cases 
there is relief of the rheumatic headache when heat 
is applied to the area which aches. 


II, HEADACHES DUE TO ORGANIC DISEASE OF 
THE CENTRAL NERVOUS SYSTEM 


Headaches which result from organic diseases 
of the central nervous system are most commonly 
due to a brain tumor or to an inflammatory lesion 
such as that produced by syphilis. 

_ The headache accompanying a cerebral neoplasm 
usually is due to increased intracranial pressure; 
it generally is of relatively recent onset and is pro- 
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TABLE 1.—Grouping of Types of Headaches 





. Rheumatic headaches. 

. Headache due to organic disease of the central 

nervous system. 

. Neuralgias. 

Headaches due to diseases of the special senses, 
nose and teeth. 

. Headaches due to disorders of circulation. 

Psychoneurotic headaches. 

Posttraumatic headaches. 

Migraine. 

. Toxic headaches. 

. Reflex headaches. 
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gressive ; it is apt to be generalized and severe, and 
it tends to appear early in the morning and to 
awaken the patient from a sound sleep. Headaches 
due to intracranial tumors are not commonly local- 
ized, although occasionally they may occur on one 
side of the head only. If the headache is unilateral 
it usually remains on one side; or at least it begins 
and is most intense on one side, although it may 
spread to the other side. Neoplasms involving the 
pituitary gland may produce headaches which occur 
especially in the temporal and supra-orbital regions 
and which are progressive and often constant. 
Symptoms which commonly accompany the head- 
aches of brain tumor, and which should lead one 
to suspect the diagnosis, include projectile vomit- 
ing, visual disturbances, a slow and irregular pulse, 
convulsions, and sensory and motor changes. 

Headaches of a generalized, usually severe and 
intermittent type which are diffuse, dull and stupi- 
fying in character, and which develop for the first 
time in the fifth or sixth decades of life, should 
make the clinician suspect the possibility of syphi- 
lis involving the nervous system as an etiologic 
factor. This type of headache occurs principally 
in the meningovascular type of syphilis of the 
central nervous system, and it may or may not be 
accompanied by other symptoms suggesting luetic 
involvement of the nervous system. Such a head- 
ache is not frequent in paresis. 

The headaches which accompany chronic in- 
flammatory conditions of the central nervous sys- 
tem, such as tuberculous meningitis, generally are 
constant, severe, and diffuse. The diagnosis is 
suspected because of accompanying symptoms of 
meningitis, and it may be confirmed by examina- 
tion of the spinal fluid. 


III. HEADACHES DUE TO DISEASES OF THE 
SPECIAL SENSES, NOSE AND TEETH 


Diseases of the eyes, ears, and nose very com- 
monly are blamed for the occurrence of headaches. 
Since other participants in the symposium will pre- 
sent various phases of this subject, little more need 
be said on this point. However, from the stand- 
point of the general physician it should be pointed 
out that it is quite probable that chronic headaches 
are not as commonly caused by diseases of these 
organs as generally is supposed. Woltman? has 
stated that too often headache is assumed to be of 
nasal origin, as the frequency of operative failure 
proves; and that a history which suggests a rela- 
tionship of headache to disease of the nose often 
is a safer guide than is the discovery of some 
unheralded pathologic deviation in the nose. 












TABLE 2.—Diagnostic Procedures in Cases of 
Headache 


. History (see text). 
. Physical examination. 
a. Head injuries, nodules, tumors. 
b.. Ocular fundi. 
c. Blood pressure. 
d. Neurotic manifestations. 
e. Organic diseases which lead to headaches. 
. Neurologic examinations. 
. Examination of the eyes. 
a. Refractive errors. 
b. Changes in tension, etc. 


. Examination of ears, nose and throat. 
a. Accessory sinus disease. 
b. Tumors. 
c. Mastoid infections, etc. 
. Examination of teeth. 
a. Search for impacted or abscessed teeth. 
b. Disturbed function of temperomandibular 
joint. 
. Allergic survey. 
. Laboratory examination. 
a. Blood count. 
b. Urinalysis. 
c. Wassermann. 
d. Spinal fluid examination. 
- Roentgenologic examination. 
a. Head. 
b. Cervical spine. 
. Encephalogram, ventriculogram. 
. Therapeutic tests. 
a. Effect of properly fitted glasses. 
b. Effect of intranasal treatment. 
c. Effect of psychotherapy. 
d. Effect of ergotamine. 





Occasional cases in which chronic headaches 
have been relieved by removal of an impacted third 
molar tooth have been described. Recently Costen ® 
has emphasized the importance of poor dental oc- 
clusion due to disturbed function of the tempero- 
mandibular joint as a cause for headaches. He 
states that the headache in this condition occurs 
about the vertex and occiput and behind the ears, 
increasing toward the end of the day. Associated 
with this headache there may be a burning sen- 
sation in the throat, tongue, and side of the nose, 
and dryness of the mouth. 


IV. HEADACHES DUE TO DISORDERS OF 
CIRCULATION 


As previously has been pointed out, the brain is 
in an enclosed cavity and, consequently, sudden or 
gradual changes in blood flow or blood pressure 
may induce headaches. The most characteristic 
headache of this type is that associated with hyper- 
tension. 

Hypertensive Headache. The headache of pa- 
tients with hypertension generally is in the back 
of the head and in the upper cervical region. It 
usually is present on awakening in the morning, 
although it rarely awakens the patient. Headaches 
of this type gradually disappear as the patient 
arises, as he moves about, or takes coffee. The 
headache of hypertension usually occurs daily, al- 
though it may disappear temporarily at intervals; 
but headaches in cases of malignant and severe 
hypertension may be severe and rather constant 
in occurrence. Headaches of this type most likely 
are the result of increases in intracranial pressure. 

Cerebral Hemorrhage and Thrombosis. Older 
clinicians often wrote of headaches associated with 
cerebral hemorrhage and thrombosis. However, 
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headache is by no means a common symptom in 
these conditions. Occasionally there may be a 
severe headache which usually is generalized in 
location and which, at times, may actually precede 
other symptoms of the vascular accident. The 
rather sudden development of severe headache in 
a patient with hypertension or in an old arterio- 
sclerotic patient may lead one to suspect the occur- 
rence of a vascular accident. If, in addition to the 
headache, there are signs of meningeal irritation, 
such as rigidity of the neck and a positive Kernig’s 
sign, the evidence further suggests a cerebral 
vascular accident, and it may be expected that blood 
will be found in the spinal fluid. The very sudden 
onset of severe headache and the presence of these 
signs in a young person suggest rupture of an 
aneurysm. 

Chronic Passive Congestion. Congestion as- 
sociated with cardiac failure, with intrathoracic 
tumor, or with congenital stenosis of the isthmus 
of the aorta, may lead to the development of a 
headache which is constant, generalized, perhaps 
accentuated in the region of the temples, and re- 
lieved by whatever procedure relieves the passive 
congestion. Polycythemia vera may lead to the 
development of a constant dull headache also. 

Subdural Hematoma. Interest in the subject of 
subdural hematoma has focused attention on the 
importance of headaches as a symptom of this con- 
dition. The outstanding clinical feature of the 
headache due to this condition is that of gradual 
onset of a headache days or weeks after injury to 
the head. The occurrence of this sequence of events 
should arouse suspicion, particularly if associated 
with the headache there are visual disturbances, 
aphasia, sensory or motor changes, and choking of 
the optic discs. Headaches from this cause may be 
severe and usually they are generalized, although 
occasionally they may be localized to one side of 
the head. 

Thrombosis of the intracranial venous sinuses 
may also lead to headache. 

Hypotension. Sudden drops in blood pressure, 
such as follow administration of nitrites and hista- 
min, commonly lead to headache of a dull general- 
ized “congested” type. Whether hypotension of a 
more chronic form, and anemia and arteriosclerosis 
of the central nervous system also may lead to 
headaches is quite uncertain. 


Vv. PSYCHONEUROTIC HEADACHES 


Headache is the scapegoat of the psychoneurotic. 
This symptom is a very common one among 
psychoneurotic patients, and it may offer great 
difficulty in the way of diagnosis and treatment. 

Headaches which are described as a sense of 
pressure, a “tight band” about the head, or a burn- 
ing, pulling sensation, are very likely to be due to 
psychoneurosis, and these symptomatic features 
are uncommon in headaches due to organic lesions. 
As a rule the headache of the phychoneurotic does 
not have any of the characteristic sequences of 
events which so frequently characterize the head- 
ache of hypertension, migraine and brain tumor. 
Another clinical feature which may be of diag- 
nostic value is the association of the headache with 
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other symptoms or findings which suggest that the 
patient is a psychoneurotic, namely, emotional in- 
stability, rapid fatigue, insomnia, downheartedness, 
a feeling of unreality or inadequacy, an unsatis- 
factory response to his environment, and a gloomy 
refusal to believe in recovery. Psychoneurotic 
headaches usually are not affected by sudden 
changes in posture or by jarring. 

Woltman? has pointed out that long-continued 
and wholly uninterrupted headaches usually are 
associated with some psychoneurotic disorder, and 
particularly with depression and hysteria. 

Many patients with chronic nervous exhaustion 
and with a psychoneurosis do not complain of head- 
ache but of a “toxic feeling” in the head, or they 
may describe it as a feeling as if the head were not 
clear, or as if it were too full. 


VI. POSTTRAUMATIC HEADACHES 


One of the most difficult diagnostic problems is 
that presented by the patient who has a chronic or 
recurring headache following trauma to the head. 
Headaches of this type may be the result of injury 
leading to a disturbance in the flow of cerebrospinal 
fluid, or they may be the result of a posttraumatic 
neurosis. In some cases, even after careful obser- 
vation, including encephalographic study, it may 
be impossible clearly to differentiate between the 
case which is organic and that which is functional 
in origin. Certain clinical features which suggest 
the possibility of a neurosis are the presence of 
psychoneurotic symptoms as well as of an inter- 


mittent effort on testing the strength, of past- 
pointing which obviously is spurious, and of a com- 
plaint of failing memory and of pessimism. The 
presence of giddiness, tremor and weakness, and 
exaggeration of the headache following physical 
and mental effort, suggest that it is psychogenic. 


VII. MIGRAINE 


While the majority of patients with migraine 
have the characteristic symptoms usually attributed 
to this condition, there are unusual manifestations 
which occasionally are observed. These include 
(1) ophthalmic migraine, in which the symptoms 
are limited to the eyes; this type occurs in about 
10 per cent of cases. (2) Ophthalmoplegic mi- 
graine, with periodic paralysis of varying combi- 
nations of the third, fourth, and sixth cranial 
nerves for from two days to two weeks. (3) Facio- 
plegic migraine, in which there is temporary par- 
alysis of one side of the face, (4) abdominal 
migraine in which the symptoms are predominantly 
abdominal or gastro-intestinal and in which the 
headache may be minimal or absent. In some 
of these cases the patient may complain only of 
indigestion or “stomach trouble,” but careful ques- 
tioning will reveal the presence of features charac- 
teristic of migraine. (5) Psychic migraine. In 
cases of this sort, which probably are uncommon, 
various symptoms, such as confusion, impaired 
memory, depression, ill-humor, and drowsiness are 
outstanding, and overshadow or replace the head- 
ache of migraine. (6) Psychic equivalents. Psy- 
chiatrists and neurologists still are debating the 
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possibility of occurrence of psychic equivalents in 
place of the attacks of headache in migraine. 

The symptoms of the typical attack of migraine 
are well known, and most of the cases have been 
recognized by the patient or his physician. The 
history of similar headaches in other members of 
the family, the unilaterality of the headache, the 
frequent involvement of the eyeball, the associated 
nausea and vomiting, and the periodic occurrence 
of the headaches and the association of gastro- 
intestinal symptoms with them, are perhaps the 
most characteristic features of this condition, al- 
though the gastro-intestinal symptoms are not 
always present. Woltman? has called attention to 
the fact that shifting of the situation of the pain 
with different attacks, or in the course of a single 
attack, is a characteristic of migraine. 

Other points which may be of diagnostic value 
are aggravation of the headache by stooping and 
jarring, and by bright lights and noises, the in- 
frequency with which the headaches interfere with 
sleep, onset of the headaches in the late ’teens or 
twenties, and relief of the headache during the 
pregnancy and after the menopause. 

There are many theories as to the origin of mi- 
graine, but none of them has proved to be entirely 
satisfactory. It has been suggested that migraine 
is due to the following causes: reflex disturbances, 
central disturbances such as those of changing 
pressures and altered vasomotor control, allergic 
disorders, duodenal stasis, alterations in hypophy- 
seal function, toxic changes, endocrine disturb- 
ances, and alterations in function of the vasomotor 
and vegetative nervous system. 

In the case of patients who have migraine it 
often is possible to determine the factors which 
precipitate the attack of headache. These factors 
include emotional upsets or fatigue, especially 
when they are associated with the necessity of 
attending to several matters at the same time; 
sleeping beyond the usual time; unknown factors 
normally occurring in association with menstrual 
function ; gastro-intestinal upsets, including consti- 
pation, sensitivity to certain foods, such as choco- 
late, and waiting beyond the usual time for a meal 
or missing a meal. In some cases the precipitating 
factors are unknown. 


VIII. TOXIC HEADACHES 


Toxic headaches are caused by the toxemias 
which accompany generalized infections, nephritis, 
alkalosis, acidosis, and poisoning such as that due 
to lead, carbon monoxid and other substances. 

Toxic headaches usually are aching and dull in 
character, bilateral and vaguely frontal, temporal 
or general in location. They are more or less con- 
stant, they are aggravated by stooping, straining 
and jarring, and to some extent they may fluctuate 
in intensity. The mechanisin leading to the pro- 
duction of them probably has:to do with direct 
chemical irritation or stimulation of the nerves 
supplying the dura, or to changes in intracranial 
pressure. 


IX. REFLEX HEADACHES 


_ Many authorities who have discussed the sub- 
ject of headaches have given a good deal of at- 
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tention to reflex headaches. By this term is meant 
headaches which are due to disturbances in the 
body other than in the head, and which occur as 
a result of reflex action. It is very difficult to 
evaluate the problem of reflex headaches or to de- 
scribe a mechanism which adequately will explain 
them. Perhaps to some extent they may be toxic 
in origin. 

Reflex headaches are thought to arise most com- 
monly as a result of disturbances in the function 
of the gastro-intestinal and the genito-urinary 
tracts. Headaches not uncommonly are associzied 
with constipation, duodenal stasis, and perliaps 
biliary-tract disease. The headache of constipation 
usually is described as frontal or temporal in loca- 
tion, throbbing and pulsating in character, and 
exaggerated by a sudden movement. The rapidity 
with which it is relieved by a bowel movement sug- 
gests that it is not due to toxemia. The headache 
which occurs as a result of duodenal stasis is fron- 
tal or temporal in location ; it frequently is intense 
and at times it is associated with vertigo. It may 
have some of the characteristics of migraine, in- 
cluding relief following vomiting. 

Headaches in association with abnormalities in 
the female pelvis have been described by many in- 
vestigators. It has been thought by some of them 
that retroversion of the uterus, prolapse of the 
ovary, and alterations in menstrual function were 
the cause of headaches. However, it is extremely 
difficult to evaluate such reports, to establish mecha- 
nisms by which such changes reflexly could lead 
to headache; and, consequently, it seems wise to 
assume a conservative attitude in ascribing to this 
cause a headache which cannot otherwise be ex- 
plained. 

THE DIAGNOSIS OF HEADACHES 


Headaches are symptoms and, consequently, in 
the diagnosis of them the history is exceedingly 
important. The cause of chronic headaches usu- 
ally can be resolved, although at times it may be 
extremely difficult to establish a correct diagnosis. 
History. 

An adequate history is probably the most im- 
portant evidence in establishing the diagnosis of 
headache, and yet it often is badly neglected. The 
skill of the physician may be severely taxed in 
taking an adequate history ; he should inquire into 
such facts as the location of the headache, its 
character, duration, severity, and frequency. The 
cause and time of onset of the headache (1. e., day 
or week), as well as to the presence and nature of 
associated phenomena, and the results of previous 


methods of treatment which have been given should 
be established. 


Woltman? has emphasized the importance of 
certain questions in developing an adequate his- 
tory, and includes such points as the following : 

1. When did the headache first appear? Did you never 
have headaches before that? 

2. How often do they come? And how long do they 
last, and at what time of day or week? 

3. Do they awaken you from sleep? If they do, it sug- 
gests the presence of organic disease. 

4. In what part of the head is the pain? Is it never in 
some other part? A shift in locality, especially in the 
transverse direction, suggests migraine. 
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5. What is the pain like? 

6. Are the headaches growing better or worse? 
there several types of aches? 

7. Are there any warning or associated symptoms, such 
as numbness, spots before the eyes, blurred vision, euphoria, 
or depression? These suggest migraine. 

8. Does a delayed meal, sleeping late, fatigue, worry, 
or excitement result in a headache? What is the relation- 
ship to menstruation or pregnancy? These questions con- 
tain the earmarks of migraine. 

9. Do other members of the family have headaches? 

10. Does stooping, straining or shaking of the head 
aggravate the pain? These are characteristics of organic 
headaches and migraine, but not of pyschoneurotic ones. 

11. Does a cold draft start it? Does heat relieve it? 
Is the scalp, or are the muscles of the neck, tender? Posi- 
tive answers suggest rheumatic headaches. 

12. Does the use of the eyes bring them on? 
glasses relieved them? 

13. Does the headache occur with hay fever, asthma, or 
following use of certain types of foods? Is there a history 
of allergic diseases in the family? 

14. Is the nose stuffy during the attack? Is there any 
associated nasal discharge? 


Are 


Have 


Physical Examination. 


Physical examination is extremely important in 
establishing the diagnosis in some cases. The head 
should be examined for abnormalities, such as in- 
juries, tender spots, and tumors. The ocular fundi 
should be examined for choking of the optic discs, 
and for evidence of systemic diseases. On exami- 
nation, one should also estimate the blood pressure 
and search for neurotic manifestations and for 
evidence of organic diseases which are known to 
be accompanied by headaches. 

In cases in which the history and physical exami- 
nation fail to give information which will explain 
the headaches, careful attention must be paid to 
special examination of the ears, nose and throat, 
and to the eyes and teeth. Refractive errors, in- 
creases in ocular tension, previously unsuspected 
diseases of the nasal accessory sinuses and im- 
pacted teeth may explain the headaches. A neuro- 
logic examination may be helpful in establishing 
the diagnosis, while in other cases an allergic survey 


may suggest an adequate cause to explain the head- 
aches. 


Laboratory Tests. 


Laboratory tests which may prove helpful in 
diagnosis include blood count, urinalysis, blood 


Wassermann reaction, and studies of the spinal 
fluid. 


Roentgenologic Examination. 

Roentgenologic examination of the skull and of 
the cervical spine may be of great diagnostic value. 
Studies of the cervical spine should not be omitted 
in cases in which the headaches involve the occipital 
portion of the head, particularly if the headache 
has the characteristics of a rheumatic headache. 

In occasional cases resort will have to be made 
to an encephalogram or ventriculogram to permit 
an accurate diagnosis. 

Therapeutic Tests. 

Finally, therapeutic tests may be of great diag- 
nostic value. Relief of headaches, following correc- 
tion of a refractive error or following intranasal 
treatment, suggests that the cause of the preéxist- 
ing headache was in the eyes or in the nose. Relief 
of headaches, following an injection of ergotamin 
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or ergonovin, suggests that it is the result of 
migraine. Relief of headache following psycho- 
therapy is indicative of a psychoneurotic origin for 
them. 


SUMMARY 


In this paper has been presented in brief outline 
a bird’s-eye view of the problem of headaches from 
the standpoint of the internist, with particular ref- 
erence to some of the general diagnostic features 
of rheumatic, toxic, reflex, psychoneurotic and 
migraine headaches, as well as of those due to 
organic diseases of the nervous system, diseases 
of the special senses, disorders of circulation and 
posttraumatic states. 
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HEADACHES: FROM THE POINT OF VIEW OF 
THE OPHTHALMOLOGIST * 


By Warren D. Horner, M. D. 
San Francisco 


WHat can the ophthalmologist contribute 
toward the relief of headaches? We know 
that headache is one of the commonest symptoms 
of eye disorders and that the eyes in general ac- 
count for a considerable number of them. Head- 
ache is second only to defective vision as a chief 
complaint in ophthalmic practice. 

If the foregoing is true, when, then, may we 
suspect an eye headache? We may suspect an 
ocular headache when the patient gives an affirma- 
tive answer to two questions: (1) Does use of the 
eyes bring on the headache? (2) If headache is 
present, does use of the eyes make it worse? 

A patient’s denial of these questions makes it 
so improbable that his headaches are ocular in 
origin that an eye examination may be dispensed 
with, or at least deferred until other more likely 
causes are investigated. An exception to this broad 
statement exists where an intracranial lesion is sus- 
pected. Headache is seldom the only symptom of 
eyestrain, so that corroborative evidence may be 
gained by questioning the patient about blurring, 
burning, diplopia, sleepiness and fatigue at close 
work. If eye use initiates or increases headache, 
the pain should be increasingly worse during the 
afternoon and evening. It is apt to be less on Sun- 
days than week-days. It may, however, arise from 
glare and be connected with movies, driving, or 
bright light at any time. Excessive evening read- 
ing occasionally causes a headache to carry over 
until morning. 

The type of pain and its location is of second- 
ary importance, in my experience. While often 
located in the brow or behind the eyes, it may be 
temporal or occipital. The latter position might 
suggest the question of head posture, particularly 
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in those people wearing bifocals. Persistent pain 
localized about one eye suggests migraine, vertical 
muscle imbalance or an impacted wisdom tooth. 


CAUSATIVE FACTORS 


What is the mechanism of headache which origi- 
nates from organic or functional disorders of the 
visual apparatus? It is probable that this is a reflex 
pain through the V nerve. Stimulation of the end- 
ings of the ophthalmic division of this nerve is 
reflected along its other branches. For instance, 
changes in the eyeball may be felt in the region of 
the brow by way of the supra-orbital nerve, and 
pain felt deep in the skull is reflected along the 
dural branches. Michaelson’s studies of the vis- 
ceral reflex origin conclude that the mechanism 
which underlies a ciliary headache is analogous to 
that which gives rise to referred visceral pain in 
other parts of the body. That is to say, a ciliary 
headache arises from ciliary dysfunction in the 
same way that angina pectoris arises from cardiac 
dysfunction. In his study, Michaelson showed that 
ciliary muscle contraction, relaxation, and fatigue 
could initiate this pain and produce either a dull 
aching throb, a sharp knife-like pain, a heavy, tired 
feeling, or a tight-gripping sensation. He found 
that the degree of pain in a visceral reflex depends 
upon the changing nervous excitability of the nerv- 
ous system—not only at the particular level of the 
cord being sensitized by afferent stimuli, but gener- 
ally in instances where the central nervous system 
is already hypersensitive from toxic conditions, 
overwork, lack of sleep, mental worries, and the 
like. 

The sympathetic system also has a role in ocular 
headache. The network of vessels in and about the 
eye is accompanied by a delicate network of sympa- 
thetic fibrils controlling vascular tone. Among 
these vegetative nerves are scattered sensory end- 
organs which report changes in pressure, edema, 
hemorrhage, hyperemia, and inflammation. Local 
toxins, whether bacterial, chemical, or the results 
of body wastes, fatigue or perverted metabolism, 
have similar irritant effects upon these sensitory 
terminals. 


In general, then, ocular headache in and about 
the eye represents local pathology which is often 
accentuated through the sympathetic system, while 
it is reported to the area where the headache is 
felt by way of the fifth nerve and its connections, 
particularly dural connections. On the other hand, 
conditions within the brain or those affecting 
sympathetic or sensory nerves may be referred to 
or about the eye, producing irritation or congestions 
which appear local. 

Temple Fay? noted that stimulation of the 
arterial tree near the circle of Willis or the su- 
perior sinus produced referred pain deep in the 
eyes. Stimulation of the tentorial veins and lateral 
sinuses produced pain referred to the occipital area 
and behind the eyes. Compression of the jugular 
vein of the neck, with pressure in the lateral and 
posterior superior sinuses, produced occipital head- 
ache referred to the back of the eyes, when the 
vascular engorgement reached a point of gross 
dilatation of the dural sinuses. 
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Departures from normal in the ocular mecha- 
nism itself can be readily demonstrated by a care- 
ful eye examination, the details of which would 
be superfluous here. But the findings must be re- 
garded by the oculist in the light of his experience, 
and in conjunction with the general impression he 
has gained of his patient—that is to say, his com- 
plaints, his state of health, his temperament, his 
work, habits, and the like. 


OCULAR FACTORS 


The local factors involved in the production of 
ocular headaches are grouped by Weeks? as: 

1. Disturbances of refraction and accommoda- 
tion. 

2. Disturbances of ocular motility. 

3. Disturbances of retinal function. 

4. Congestive states in and about the eye. 

In refractive and accommodative dysfunctions, 
we must consider the lens with its zonular fibers; 
the ciliary muscle which controls the tension of 
these zonular fibers and so regulates the curva- 
ture of the lens; the nerve supplying the ciliary 
muscle—its primary center, the adjoining and 
interconnected groups of motor cells, and their 
nerves and muscles which are associated in the act 
of accommodation. 

To obtain continued clear vision, an eye must 
focus on the object so as to give a clear-cut retinal 
image at all times and at all distances. Moreover, 
in order to obtain binocular vision and stereopsis, 
the two eyes must be brought into focus at the same 
instant and at an identical position and level in 
order to have the images simultaneously focused 
on each macula. 

People with hyperopia often have exceptionally 
good distant vision, yet this cannot occur unless an 
extra accommodative effort advances the point of 
focus from behind the eyeball to the retina where 
it belongs. Many eyes tolerate this strain and an 
added reading strain for years without difficulty. 
Sooner or later this extra effort of the ciliary muscle 
becomes intolerable and ocular headaches result, 
followed in time by a lessening of distant visual 
acuity. The tolerance for near work is always less 
than for distance, so reading is complained of first. 

Eye headache in young people is more often due 
to astigmatism than any other cause, occurring up 
to 75 per cent in the accommodative types of eye- 
strain. Varying or unequal contraction of the cili- 
ary muscle results in ciliary muscle fatigue, all in 
the effort to gain and maintain clear vision from 
the confusion of images common to these astig- 
matic eyes. 

Ocular headaches are most common in hyper- 
opic, mixed and myopic astigmatism, less common 
in hyperopia and are rare in pure myopia. 


ACCOM MODATION 


In presbyopia there is a loss of elasticity of the 
lens, the range of accommodation is diminished, 
and visual acuity for near is interfered with. The 
patient compensates by holding reading matter at 
a greater distance from his eyes, and by using a 
brighter reading light; but eventually efforts to 
maintain clear reading vision result in overtaxed 
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accommodation and headaches. Almost 40 per cent 
of presbyopes suffer from focusing headaches, 
growl at the telephone directory and the club menu, 
and in other ways qualify for that legion of “die- 
hards,” who refuse to admit that they are in any 
way different at forty-five than at forty! Presby- 
opia usually occurs about forty-five in the emme- 
trope, somewhat earlier in the hyperope, and later 
in the myope. 
OCULAR MOTILITY 


In considering disturbances of ocular motility, 
we are dealing with an intricate system of extra- 
ocular muscles, motor nerves, and intracranial con- 
nections which result in an amazing coordination 
with each other, and with the requisite higher nerve 
centers. This system in health allows us free co- 
ordinated eye movements in all directions, and at 
the same time allows single simultaneous binocular 
perception. 


This neuromuscular system is subject to fatigue, 
congenital variations and disturbances from the 
body as a whole. We must remember that an aver- 
age healthy individual uses his eyes about sixteen 
hours every day, and that for hours at a stretch he 
is able to maintain perfect focus and muscle bal- 
ance at the most exacting tasks without symptoms 
and without conscious effort. 

It is not remarkable, in the presence of ill health, 
refractive errors, overwork, and handicaps—such 
as poor print, defective lighting, or moving objects, 
as in reading on a train—that limits of endurance 
of this delicate system are reached and symptoms 
appear, frequently expressed as headaches or eye 
fatigue. Treatment depends upon the cause and 
includes a careful analysis of the patient’s habits 
and state of health, in addition to whatever the eyes 
may require. 


TOLERANCE IN EYE FUNCTION 


Before leaving the subject of accommodation 
and muscle balance, I should like to emphasize 
some of the wide variations that we see in eye 
patients. The human body possesses, to a varying 
degree, a quality which we may call tolerance. We 
see this in the capacity for physical exertion and in 
mental effort, in the ability to stand pain and to 
disregard distracting auditory or visual stimuli. 
Certain eyes are upset by an almost negligible re- 
fractive error, others function happily in spite of 
glasses which are incorrect, or are so far out of 
adjustment that spherical, cylindrical, and even 
prismatic errors are introduced. 

The tolerance of accommodation and muscle bal- 
ance varies remarkably according to the body state. 
Certain children show varying degrees of cross-eye 
when sick or tired. Indeed, mothers tell us that 
measles or whooping cough were the cause of their 
children’s strabismus, when we know that the ill- 


ness only precipitated a tendency which had been 
present before. 


A number of doctors of my acquaintance develop 
a widely divergent eye after the fourth cocktail! 
Their muscle balance is ordinarily maintained by 
a little extra innervation of their internal recti, but 
alcohol temporarily upsets this adjustment. 
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OTHER FACTORS 


Failure of accommodation in hyperopia, astig- 
matism and presbyopia frequently occurs after 
accident or injury which reduces general body tone 
to a low degree. We often meet this in industrial 
work. Glasses give relief and are worn during 
convalescence ; after which, perhaps, they may be 
discarded when an accommodation reserve has 
been once more established. 

It is probable that retinal function in the normal 
eye is capable of carrying on indefinitely under 
a uniform, steady, average intensity of illumina- 
tion, such as daylight, with natural resting periods. 
However, in our hectic everyday existence, great 
extremes of light are encountered. People drive 
automobiles all day and far into the night. They 
see three-hour movie shows on top of a hard day 
at the office, or expose themselves for long periods 
at the beach or in boats. Many eyes cannot tolerate 
such wear and tear, and develop fatigue and ocular 
headaches. It is also to be remembered that, after 
the age of forty, the eyes lose a certain degree of 
adaptation to extremes of illumination. 

The congested sick eye, as in conjunctivitis, 
keratitis, iritis, scleritis, glaucoma or retinitis, re- 
sents both light and effort. Fatigue and headaches 
often follow. 

In the various headaches not found to be due to 
ocular inflammation or defects, one finds, in a fair 
percentage of cases, signs in and about the eye 
which may help in a proper diagnosis of the under- 
lying systemic cause. I refer to ocular palsies, 
peripheral field defects, central scotomas, nerve 
atrophy, optic neuritis or choked disc, and retinitis 
due to diabetes, nephritis, lues, or other consti- 
tutional disease. 


In closing, let me say that every systematic 
search for the cause of headaches should at least 
include a careful eye history. If positive or doubt- 
ful, an eye examination should be made. Should the 
examination yield only negative findings, it is still 
important in the process of diagnosis by exclusion. 
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HEADACHES: FROM THE POINT OF VIEW OF 
THE OTOLARYNGOLOGIST* 


By Hersert J. Coun, M. D. 
San Francisco 


T is my intention strictly to limit this discussion 

in the symposium on headache to the field of ear, 
nose, and throat, and associated structures, inten- 
tionally leaving out the numerous causes which 
have been, and will be discussed by other partici- 
pants in the program. 


Perhaps no other one symptom is more gener- 
ally and commonly found, whether it be from direct 
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cause in the head or from general constitutional 
disturbances, than headache. Indeed, it is almost 
the first symptom a person has, whether the en- 
suing complaint be of simple nature or more com- 
plicated; and the characteristics of the headache 
may frequently give the clue to a final diagnosis. 
Nor, indeed, should too much importance be given 
this one symptom. 

While, then, cephalalgia is of such common 
symptomatology, there are several important points 
that should be determined in the history of the 
complaint : 

1. Location, radiation, depth. 

. Duration. 

. Frequency. 

. Intensity. 

. Character. 

. Progress. 

. Associated symptoms. 

Of the foregoing points, I shall discuss, as I 
proceed, the causes, diseases, and location. 


CAUSES 


Cephalalgia may be local or general, and may 
arise from conditions, intracranial, pericranial, or 
extracranial, and may occur independently of the 
existence of any specific disease, or be a constant 
symptom of a particular disease. Again, it is not 
infrequent that there is a total absence in certain 
diseases wherein we might expect headache as one 
of the characteristic symptoms. 

While the division of headache on the basis of 
location may not be entirely satisfactory on ac- 
count of overlapping, nevertheless it is true that 
many headaches in certain diseases have a definite 
site of predilection, and that combinations of sev- 
eral forms of headache, due to coéxistence of their 
causes, may occur in patients. 

For the sake of convenience, I shall divide the 
site of the headache into the following divisional 
areas: (1) Frontal; (2) Lateral; (3) Occipital; 
(4) Vertex. As previously stated, I shall confine 
my remarks to those conditions directly attribu- 
table to my specialty, leaving out those which may 
give pain in the same area. 


FRONTAL HEADACHE 


Headache in this region may be constant or 
intermittent, or varying in intensity and periodicity. 

Here we have numerous conditions presenting 
this area of pain. The first is a simple catarrhal 
frontal sinusitis. The pain is usually limited to the 
glabella, or supra-orbital region, but may affect 
the whole frontal region on one or both sides. This 
can be explained by the anatomical structure of 
the sinus which may extend well beyond the mid- 
line, and thus involve the other side. There is a 
marked periodicity of pain, usually occurring mid- 
morning (ten o’clock) to midafternoon (two to 
four o'clock), and suddenly ceasing, leaving the 
patient comfortable, and even with a feeling of 
well-being. Stooping or bending always exagger- 
ates the pain. Naturally, other symptoms of nasal 
discharge, such as tenderness beneath the brow 
(Ewing’s point), opacity on transillumination, and 
x-ray occur. 
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In cases of empyema of the frontal sinus, pain 
and headache are the predominating symptoms, 
varying in intensity from severe radiating lanci- 
nating type to one of dull, pressure-like sensation 
(browache), and found usually in the supra-orbital 
region, root of nose, forehead, top of the head, or 
limited to one side. This is of a neuralgic type 
and worse upon arising in the morning. 


Again other symptoms are present which I shall 
disregard. Deviation of the septum, high up, caus- 
ing pressure and obstruction, growth of polypi, 
hypertrophied turbinates, acute rhinitis with its 
congestion, cause headache in the nasofrontal 
region. 

IN ETH MOIDITIS 


There is usually pain between ihe eyes, with a 
feeling of weight in the vertex, and tenderness 
over the inner canthus. 


In passing this, the frontal area of headache, I 
will mention only several other allied causes, such 
as trigeminal neuralgia, supra-orbital neuralgia, 
iodids, coryza, sore throat, ptyalism, adenoids, and 
maxillary sinusitis. 

Nor are we to overlook involvement, such as 
sinus thrombosis plus other cerebral conditions, 
not discussed here. The foregoing are located 
principally in the frontal area, so now we approach 
headache in the lateral area. 

Migraine, trigeminal neuralgia, dental caries, I 
leave to those other members for consideration, as 
they involve more neurologic and dental discussion 
than herein provided. 

In acute mastoiditis the pain may be localized 
to the side involved, or may extend over to the 
opposite side, usually behind the ear ; while in otitis 
media the pain is deep in the ear, or in the region 
of the emissary mastoid vein. In the cerebral afflic- 
tions the pain is in the head itself, and most severe 
during the night, and during the early stages of 
the process and in the temporal region above the 
ear, due to irritation of the dura. In case of sinus 
thrombosis, headache severe enough to be com- 
plained of is significant of meningeal irritation due 
to phlebitis or meningitis; while in perisinus ab- 
scess the pain is behind the mastoid (Griesinger’s 
sign), and may be due to phlebitis of the emissary 
mastoid vein. 

Among less common causes of headache in the 
lateral region may be enumerated the following: 
ceruminosis, maxillary sinusitis, adenoids, cranial 
caries, cancer of tongue and neck, and polypi, etc. 

Headache in the occipital region may be due, 
among other conditions, to adenoids, basal tongue 
lesions, and tumors. 


SPHENOIDAL SINUSITIS 


The pain is a common symptom and may be the 
only one of the disease where other visible signs 
are obscure. It is usually occipital or deep in the 
center of the head; or, again, it may occur in 
the temporal, postauricular region, or middle ear, 
with a feeling of weight and pressure in the vertex. 

Numerous other causes have this occipital area 
as a point of pain, resolving themselves in varying 





Vol. 51, No. 6 


entities throughout the general system, and intra- 
cranial conditions as well as the various neuroses. 

Headaches located in the vertex, usually found 
in neurotic patients and of characteristic type, are 
less frequent there than in other locations, although 
they may be associated with sphenoid sinusitis. 

Thus far I have endeavored to enumerate the 
various sites of headache, and a few of the specific 
causes as related to the ear, nose, and throat. 

So-called reflex pain, direct pressure, either by 
tumor mass or edema, whether bony tissue or soft 
tissue, or by stretching of the nerve in an inflamed 
or infected area, syphilis, tuberculosis, malignan- 
cies, growths—all play parts in causing headaches. 

Neuralgia, or nonsuppurative nasal headache, in- 
clude those pains about the head and face which are 
subjective symptoms of nonsuppurative changes 
in the walls of the nose or paranasal cells. They 
may vary in recurrence, constancy, severity, and 
durability. The objective changes in the affected 
tissue may be characterized as hyperplasia. 

In this group are included vacuum frontal head- 
ache, syndrome of nasal ganglion neurosis of 
Sluder, hyperplastic postethmoiditis and sphenoid- 
itis, and nasociliary neuralgia, usually found com- 
monly in repeated attacks of cold in the head, 
wherein, due to congestion and swelling of mucous 
membrane, the ostia of the paranasal sinuses are 
blocked or narrowed. 


VACUUM FRONTAL HEADACHE 


Defined as a low-grade, unending headache, 
caused by closure of the frontal sinuses, without 
nasal symptoms, 7. e., anatomic variations in the 
formation of the nasofrontal duct, whether in the 
formation of the infundibulum, large ethmoid cell, 
or bullae, etc. This blocking creates a vacuum in 
the sinus, causing hyperemia in the sinus walls, 
swelling, and pain and tenderness or pressure. 

Nasal (Sphenopalatine) Ganglion Neurosis Syn- 
drome is a group of nervous phenomena caused by 
an inflammation of the nasal ganglion. It is mani- 
fested by a lower-half headache, involving the root 
of the nose, eyes, temple, zygoma, ear, mastoid, 
and occiput. 

The nasal ganglion belongs to the involuntary 
nervous system, and lies in the pterygopalatine 
fossa, There are two roots—a sensory, and a motor 
and sympathetic root. The sensory root consists 
of the sphenopalatine nerves, which give off a few 
fibers to the nasal ganglion. The motor and sympa- 
thetic is the Vidian nerve, with its ramifications. 
For details of the intricate anatomy of this gan- 
glion, let me refer you to the splendid book by 
Sluder, “Nasal Neurology,” as time does not per- 
mit details here. 

The location of this ganglion in the bony wall of 
the nose in the vicinity of the sphenopalatine fora- 
men, just below the mucosa, lends itself to ready 
involvement, in case of the postethmoidal and sphe- 
noidal suppuration and inflammations, and by ex- 
tension from the nose proper. 


The symptoms of nasal ganglion neuroses may 
be the neuralgic and sympathetic syndromes. Fol- 
lowing an attack of coryza, rhinitis, or swelling of 
the posterior nares, pain at root of the nose, teeth 
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(upper), jaw, ear, face, mastoid, and extending to 
occiput, even to shoulder and arm, may be experi- 
enced. There may be a feeling of stiffness and 
aching throat, as well as other symptoms and in 
other distributions. 

The sympathetic syndrome may not be mani- 
fested. There may be a vasomotor-secretory phe- 
nomenon : sneezing, congestion, and thin secretion, 
etc. 

So much for this particular syndrome, with its 
variations; again, for details, I refer you to the 
standard texts. 


HYPERPLASTIC POSTETH MOIDITIS 


The pain here is in the distribution of the tri- 
geminal nerve and its branches, and in the Vidian 
nerve (pterygoidis canalis) similar to the suppura- 
tive type of postethmoid and sphenoid involve- 
ment ; but in this case, due to hyperplastic changes 
in those sinuses, brought about by repeated attacks 
of inflammation, causing the above hyperplasia. 
The thickening may extend into the nasal cavity, 
involving tissue in the neighborhood of the nerve 
trunks, submucous tissue and bone. 

In this condition there is a dull recurring head- 
ache, heavy in character, usually in the occiput, 
and this may be varied, depending upon the nerve 
trunks impinged upon and at times indistinguish- 
able from migraine. The optic nerves may be in- 
volved. When the first and second branch of the 


trigeminus are involved, the pain simulates frontal 
or maxillary involvement. And again, when all 
nerves of the ganglion are involved, headache typi- 
cal of neuralgia of the nasal ganglion is produced. 


ANTERIOR ETHMOIDAL (NASOCILIARY) 
NEURALGIA 


This specific type of pain is localized in the small 
area bounded by the supraciliary ridge, supra- 
orbital notch and nasal bone, and this is the point 
the patient usually describes, although it may ex- 
tend in any direction and, frequently, on the bridge 
of the nose, so that glasses are uncomfortable. 

Owing to the location and distribution of the 
nasociliary nerves, swelling in the uppermost an- 
terior nasal mucous membrane, causing pressure 
or inflammation, produces pain and discomfort. 
This pain must be differentiated from the pain 
of both vacuum and suppurative frontal sinusitis, 
ethmoiditis, supra-orbital neuralgia and pain origi- 
nating in the sphenopalatine ganglion, as by cocain- 
izing the area involved, with relief of the pain. 

Mention will be made, but briefly, of the head- 
ache found in otic complication, the first being 
the type of pain in sinus involvement (thrombo- 
phlebitis). Needless to say, other symptoms being 
present, when severe headache is felt, it usually 
means meningeal irritation from phlebitis or men- 
ingitis. Pain is severe and fairly constant; while 
in brain abscess, in the acute stage, the pain is 
severe and limited to the side affected. It is inter- 
esting to note that the headache and vomiting in 
brain abscess, the result of a chronic otitis, may be 
attributed by ‘the patient to a digestive disturbance. 
This, of course, must be closely examined so as not 


to be misled in the final diagnosis. 
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UNILATERAL CEREBRAL DOMINANCE * 


A CONSIDERATION OF SOME OF ITS 
MANIFESTATIONS 


By Kart O. Von Hacen, M.D. 
Los Angeles 


"THs paper is being presented with a view to 

giving a conception of unilateral cerebral domi- 
nance and some of the factors contributing to its 
development. The fact that one hemisphere takes 
the major role in the performance of complex cere- 
bral function is well established, and is more or 
less generally accepted. The reasons why the major 
hemisphere is usually the left are not known, and 
in the past many ingenious explanations have been 
offered, but none has been entirely satisfactory. 
We know, however, that the tendency to right- 
handedness has always been a trait of man and 
that it is present to a degree in some of the higher 
apes. 

GENERAL CEREBRAL FUNCTIONS 


It is needless to discuss in detail the general 
cerebral functions which are more or less sym- 
metrically distributed, but I shall consider them 
briefly. 

Frontal Lobes—The frontal lobes are commonly 
separated into three divisions. The portion situ- 
ated most anteriorly is termed the prefrontal area, 
and with unilateral lesions there occurs very little 
in the way of symptoms. However, when the pre- 
frontal areas are affected bilaterally the patient 
shows some disturbance of personality, judgment, 
discrimination and, in general, is unable to synthe- 
size simple thought processes into more complex 
structures. The premotor and motor areas, which 
lie posterior to the prefrontal area in the order 
named, are concerned with motor functions, and 
lesions affecting them result in disturbances of 
motor function of the opposite side of the body. 
Lesions of the —— area result in spastic 
motor weakness with forced grasping and groping, 
while lesions of the motor area result in flaccid 
motor phenomena. 

Parietal Lobes.——The parietal lobes are con- 
cerned with the interpretation of general sensory 
impressions from the thalamus, which is the pri- 
mary cerebral center of general sensory perception. 
Thus, lesions of the thalamus may result in com- 
plete loss of sensation on the opposite side of the 
body, while a disturbance in the parietal cortex or 
subcortex may result in an inability to interpret the 
perceived sensory stimuli. The cortical area for 
recognition of sensation is large and not only in- 
cludes the postcentral cortex of each side and a 
large portion of the parietal cortex, but may also 
extend into the adjacent portion of the precentral 
cortex. 

Occipital Lobes——The occipital lobes are con- 
cerned with the reception and interpretation of 
visual sensations. The calcarine area on each side 
is the cortical center for primary visual perception, 
while the adjacent cortical areas are utilized for 
the recognition and recall of visual images. Thus, 

* Read before the Neuropsychiatry Section of the Cali- 


fornia Medical Association at the sixty-seventh annual 
session, Pasadena, May 9-12, 1938. 











372 





lesions affecting the calcarine area result in degrees 
of blindness, while lesions of the adjacent cortical 
areas, namely, area 18 and 19 of Brodmann, cause 
symptoms only if they affect the major side or are 
bilateral. 

Temporal Lobes——The temporal lobes are con- 
cerned with the perception and interpretation of 
auditory sensations. The transverse posterior gyri 
of Heschl are the primary cortical perception cen- 
ters, while the adjacent cortical areas (Wernicke’s 
zone) are concerned with the recognition, inter- 
pretation, and recall of auditory sensations. Only 
bilateral destruction of the primary cortical per- 
ception centers will result in deafness. Unilateral 
lesions affecting the adjacent cortical areas will 
result, if on the major side, in inability to recognize 
what is heard. 


ONTOGENETIC DEVELOPMENT OF UNILATERAL 
NOMINANCE 


In considering the clinical manifestations of uni- 
lateral cerebral dominance, it seems worth while to 
discuss the ontogenetic development of unilateral 
dominance. Unquestionably each child carries an 
inherited tendency to develop the predominant use 
either of the right or left hemisphere. This is 
manifested by the preferential use of one of the 
upper extremities, usually the right, before he is a 
year old. According to Orton, “This is borne out 
by genetic studies of the occurrence of handedness 
in families and by the persistent appearance of 
left-handed individuals in all races in spite of many 
generations of directive training and strong social 
pressures toward the right hand, and by the rela- 
tive proportion of left- and right-handedness in the 
general population which conforms quite closely 
to that which would be expected if the tendency 
toward right-handedness serves as a dominant he- 
reditable factor in the Mendelian sense.” The 
development of eyedness has been conceived by 
some to precede handedness and to be important 
in its development. It seems to me that both are 
inherited factors and that handedness, being so 
much more subject to clinical evaluation, is of more 
importance. 

The inherited tendency to predominant use of 
the right hand naturally early led to its preferential 
use in the manipulation of weapons and tools, later 
in the development of drawing and of primitive 
language. As the complexities of language in- 
creased so did the use of the right upper extremity, 
and of the visual and auditory functions of lan- 
guage as well. 


THEORY OF NEUROBIOTAXIS 


The concept of unilateral cerebral dominance is 
nicely explained by utilizing the theory of neuro- 
biotaxis as developed by Kappers.? According to 
this theory the nerve cell is polarized during activ- 
ity, and the axone grows away from the region of 
the stimulation while the dendrite grows toward a 
source of stimulation outside the cell. Later the 
cell body itself begins to shift toward the source 
of excitation. All neurons utilized for any given 
act are polarized simultaneously and, consequently, 
tend to develop dendritic connections and later a 
grouping of cells associated with this act. 
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According to this theory : 


The positions and relations of the dendrites and cell 
bodies of the neurons of the central nervous system are 
regulated in conformity with that law of psychology which 
has long been known as the law of association. According 
to this law, simultaneousness of excitations or their suc- 
cessive occurrence is the leading factor. The early work 
on motor cells and their dendrites led to a more complete 
study of the course of the neuraxes, and it was supposed 
that electric conditions (potential differences) existing be- 
tween the regions where the fibers begin and where they 
terminate may explain this law, namely, that the potential 
relationship between the two regions always underlies the 
establishment of connections between such regions.” 

Kappers formulated the following laws in regard 
to neurobiotaxis : 

1. If several centers of stimulation are present in the 
nervous system, the outgrowth of the chief dendrites, and 
eventually the shifting of cells, takes place in the direction 
whence the greatest number of stimulations reach the cell. 


2. This outgrowth or shifting, however, only takes place 
between stimulatively correlated centers. 


3. Temporarily correlated excitation plays a part also in 
establishing the connections of the neuraxes. 

The comparative anatomy of the fiber tracts of 
the central nervous system gives much evidence in 
support of these laws as leading principles in the 
formation of tracts. Certainly, they seem to ex- 
plain a great deal regarding the development of 
unilateral cerebral dominance in the performance 
of complex cerebral functions. 


APRAXIA 


The manifestations of unilateral cerebral domi- 
nance are apparent in both motor and sensory fields, 
but are most marked in functions associated with 
language. 

Evidence indicating unilateral motor dominance 
is shown by apraxia resulting from a lesion on the 
major side. Apraxia is the inability to perform 
certain skilled movements voluntarily in the ab- 
sence of any motor paralysis, incodrdination or 
dementia.* In considering the development of an 
individual it may be assumed that there is an in- 
herited dominance of the left hemisphere for simple 
motor functions. If the individual is allowed to 
develop naturally, the right hand will obviously 
take the lead in the performance of the increas- 
ingly more complicated functions. As a result there 
will be developed by repetition of movements vari- 
ous patterns of reaction in the premotor areas of 
both hemispheres, with the left being dominant. 
Thus a lesion affecting the left premotor area will 
result not in paralysis but in apraxia. This will be 
bilateral if the lesion interrupts the connections 
with both motor areas, and unilateral if there is an 
interruption of the pathways from the major pre- 
motor cortex to the associated areas on the opposite 
side of the brain. Ordinarily, a lesion on the major 
side results in paralysis on the opposite side of the 
body, so that the apraxia is only apparent ipsilater- 
ally. If the lesion affects the group of cells con- 
cerned with the motor pattern of speech, Broca’s 
aphasia results. Likewise, one may explain the 
appearance of an isolated agraphia. Furthermore, 
the region of the left angular or supramarginal 
gyrus is the area where sensory impulses are inte- 
grated, so that a large lesion in this area may result 
in apraxia of both sides of the body because the 
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ideational plan of motor activity does not reach 
the major premotor area. 

Liepmann, beginning in 1900, gave us the modern 
concept of apraxia, which has changed little since 
his excellent work. The following classification of 
apraxia is now commonly accepted. 

Limb kinetic apraxia is observed to result from 
a disturbance of the motor patterns in or near the 
motor area, and may result from a lesion not 
sufficient to cause paralysis. It is manifested by 
inability to perform skilled movements. The se- 
quence and general form of the movements appear 
normal, but they are awkward, as if being done 
for the first time. 


Sympathetic apraxia is due to lesions of the 
corpus callosum, which interfere with the influence 
of the left cerebrum in directing movements of the 
right side. 


Ideokinetic apraxia is manifested by a total in- 
ability to perform an act or by performing some 
act which is not intended. Here the sequence of 
activity is normal up to and including the formation 
of the ideational plan, but the translation of the 
plan into movement is defective. When the apraxia 
is unilateral, the intact ideation is easily demonstra- 
ble ; when bilateral, careful attention to the patient’s 
behavior is necessary to distinguish this type from 
ideational apraxia. It follows a large lesion of the 
left posterior parietal region. 


Ideational apraxia is characterized by correct- 
ness of the individual acts or elements of an act, 
but a failure to apply these elements because of a 
faulty or absent ideational plan. It is due, not to 
a focal lesion but to a diffuse disturbance of as- 
sociation pathways. 


SENSORY MANIFESTATIONS 


The sensory manifestations of unilateral domi- 
nance, demonstrated by agnosias resulting from 
unilateral lesions, are found in the disturbances of 
recognition of the various sensory stimuli, which 
include the visual agnosias, the acoustic agnosias, 
and probably some of the disturbances of body 
scheme. 


It was previously stated that in the occipital and 
temporal lobes the cortical areas adjacent to the 
primary perception centers were utilized in the 
recognition, recall and interpretation of sensory 
perceptions. In lower animals, where this is proba- 
bly limited to orientation in space and in the visual 
recognition of objects and auditory recognition of 
sound, these functions are probably symmetrically 
represented bilaterally. In man, who has an in- 
herited tendency to right-handedness and in whom 
there has been, in addition, the development and 
elaboration of language which has utilized and re- 
inforced this tendency, is it not logical to assume 
that, according to the theory of neurobiotaxis, there 
has been a grouping of cells associated with these 
functions in the major hemisphere? If this is cor- 
rect—as has been more or less verified by a number 
of cases noted in the literature—the major hemi- 
sphere would be dominant not only for the func- 
tions of language but also, to a less degree, for the 
more primitive functions of recognition of sounds, 
objects, and of orientation in space. Thus, the 
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impulses from both hemispheres must reach the 
major cortex for interpretation. 

In lesions of the occipital cortex adjacent to the 
calcarine area on the major side, there occur opti- 
cal disorientation in space, visual agnosia for ob- 
jects and, as the lesion approaches the angular 
gyrus, visual agnosia for symbols.* These will 
occur only if a unilateral lesion destroys the cortical 
area concerned with these functions on the major 
side, or interferes with the fibers from the identical 
cortical area on the minor side and the calcarine 
area on the major side. 


The auditory interpretative functions are less 
dominantly represented than are the visual inter- 
pretative functions, so that lesions of the cortical 
area adjacent to the primary auditory cortical 
perception center on the major side are charac- 
terized mainly by disturbances of language func- 
tion, namely, acoustic verbal agnosia and agraphia. 
A subcortical lesion will result in acoustic verbal 
agnosia alone. The closer the lesion approaches 
the angular gyrus the more complex the symptom- 
atology. 


Lesions in the posterior parietal region on the 
major side give rise to a disturbance of body 
scheme which is represented on both sides of the 
body in contrast to the type of disturbance of 
body scheme resulting from a lesion in the minor 
parietal lobe, which is referred to the opposite side 
of the body only. Gerstmann’s syndrome of finger 
agnosia, agraphia, confusion of right and left and 
acalculia® is probably due to a lesion at the border 
of the angular gyrus and the second occipital convo- 
lution on the major side, and a focal lesion re- 
sponsible for each element has been suggested by 
Schilder.* Unilateral disturbances of body scheme, 
which are apparently due to a lesion separating the 
thalamus from the parietal lobe on the minor side, 
are much more common and may be a simple for- 
getting of the left side of the body, a denial of an 
existing hemiplegia,” or a delusion of absence of 
the affected side. 

The explanation for these symptoms is as yet 
not clear. It may be that, as various authors have 
stated, “on the major side the parieto-occipital re- 
gion is a correlation area in which the hand is 
specifically converted from an organ to a tool in 
the service of the body, as a whole. There is in the 
same region a laterality-converting area, a lesion 
of which causes loss of sense of right and left, and 
even sense of direction.” The disturbance caused 
by a lesion of the minor hemisphere is probably 
due to the combination of a lowering of the pa- 
tient’s general mental faculties and the failure of 
general sensation to reach consciousness. 


CURRENT CONCEPTIONS 


The current conception of unilateral cerebral 
dominance depends upon information obtained 
largely by a study of language disturbances due 
to focal lesions of the brain. The improvement in 
neurosurgical technique and the advent of lobec- 
tomy in recent years have provided considerable 
information, especially regarding the functions of 
the minor hemisphere which in the past have been 
largely ignored, and which have been found to 
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vary considerably. It is probable that there is a 
striking variation in the strength of the hereditary 
tendency to unilateral cerebral dominance and that 
this may be either a very strong tendency to domi- 
nance of the left hemisphere, or of the right hemi- 
sphere, with variable grading between. Orton has 
expressed this idea: “The occurrence of a group 
of children who exhibit little bent toward either 
the right- or left-hand pattern in spite of the usual 
exposure to training, and of another group who 
start with a slight preference for the left but even 
with the most moderate pressure are led to shift 
to the right, is, we believe, strong evidence that 
this group of mixed, crossed, and undecided pat- 
terns indicates the presence of an inherent variable 
here, and our findings in this selected group of 
children seem to be explicable only on the existence 
of a graded series of sidedness preference, extend- 
ing all the way from very strongly right-sided indi- 
viduals to very strongly left-sided ones, and with 
all degrees of intermingling in between. This is 
what might be anticipated as the result of inter- 
grading between two genetic factors leading re- 
spectively to left- and right-sidedness.” Usually 
the dominance is for the entire hemisphere, but 
occasionally the major occipital lobe may be contra- 
lateral. 

It is possible to modify greatly any individual's 
inherited tendencies by training so that a left- 
brained person may be converted into a right- 
brained individual. The age at which this training 
takes place and, of course, the intensity of the 
training, have a great deal to do with this transfer- 
ence of dominance. 

It is a well-known fact that organic lesions of 
the major hemisphere in children cause very little, 
if any, disturbance of language function. This is 
probably due to the fact that dominance in children 
is practically limited to motor functions and that 
unilateral dominance as regards language function 
has not yet been developed or reinforced by train- 
ing. By systematic training it is possible to transfer 
the dominance of the portion of the brain con- 
cerned with specific language functions from one 
side to the other in many individuals up to the age 
of ten or twelve years.® After this age considerable 
transfer is possible, but it is never so complete.* 
Thus, aphasic manifestations due to cerebral lesions 
in children are very mild and transient, while those 
in adults are permanent to some degree. 

The variability in hereditary factors leading to 
unilateral cerebral dominance, and the great vari- 
ation in training to which each individual is sub- 
jected, explain, to a large degree, the variation in 
symptoms due to specific lesions of the so-called 
language centers. These are obviously due to the 
inherent capacities of the right hemisphere in lan- 
guage function. In many cases improvement has 
been noted in adults after a destructive lesion of 
the major cortex. Might this not be explained by a 
strengthening of these inherited neurograms by 
the process of neurobiotaxis ? 


IN CONCLUSION 


Unilateral cerebral dominance is an inherent 
trait characteristic of man. The tendency to left- 
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brainedness or right-handedness may be a domi- 
nant hereditable factor in the Mendelian sense. 


Training tends to reinforce and even increase 
this tendency. Systematic and persistent training 
directed so as to develop the inherent capacities of 
the minor hemisphere may result in a transference 
of dominance to this hemisphere if applied early 
in life. Systematic training in the adult, with 
aphasia due ‘to an organic lesion of the brain, may 
give improvement as a result of reinforcing the 
inherent capacities of the minor hemisphere, but 
not to the degree possible in children. 


The theory of neurobiotaxis, as developed by 
Kappers, appears to be of great significance in ex- 
plaining the above phenomena. 

727 West Seventh Street. 
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GALL-BLADDER: ITS RELATION TO CHRONIC 
ARTHRITIS OF UNCERTAIN ETIOLOGY * 


By Rosert S. Peers, M. D. 
Oakland 


HE part the biliary tract plays as a direct or 

indirect factor in the problem of chronic arthri- 
tis has been given little consideration. The litera- 
ture on the subject is remarkable for its paucity. 
It is reported, usually, from the surgical point of 
view, as another area of focal infection.* 


The liver and its appendage, the gall-bladder, 
plays a complex réle in the well-being of a normal 
individual. We know chronic arthritis is a general- 
ized, systemic disease which mirrors its effect in 
all systems by a physiologic depression or modifi- 
cation of function. Therefore, I feel we have cause 
to inquire into the relationship of a patient suffer- 
ing from chronic arthritis of uncertain origin and 
gall-bladder function. 


_In this study, the ordinary type of gall-bladder 
visualization test was used. Its limitations are ap- 
preciated and the factors that modify it were con- 

* Read before the Section on General Medicine of the 


California Medical Association at the sixty-eighth a 1 
session, Del Monte, May 1-4, 1939. y-elg nnua 
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sidered on reading the films. However, if properly 
interpreted, it is a generally accepted measure. 

Beilin, in a publication this year, concluded: 
“Cholecystography has proved the most valuable ex- 
amination in a diagnosis of gall-bladder disease.’’* 


TEST PROCEDURE 


This type of test is available in most localities. 
Sodium tetraiodophenolphthalein was administered 
in the usual, accepted manner ; that is, four grams 
orally of the soluble iodophthalein the evening pre- 
ceding the x-ray study. The patient’s preparation, 
reception, and care are of common routine in the 
ordinary roentgenologic practice. 


CLINICAL MATERIAL FOR THE STUDY 


The subjects used in this test are broadly classi- 
fied as chronic arthritics of unknown etiology. Ex- 
cluded were the arthralgias and those cases that 
were accompanied by gout, gonorrhea, syphilis, or 
any other specific infection. The patients were not 
selected, but were studied as they appeared in the 
arthritis clinic in the ordinary course of events. 
All x-rays in this series were read by the same 
roentgenologist. 

These seventy-one cases were accumulated over 
a year’s time, and the presence of the disease ex- 
isted in every one of them over a period of six 
months; while, in the majority, the disease had 
been present for years. 


In dividing the group according to sexes, we 
find the female predominating at a ratio of four 
to one; that is, fifty-eight females and thirteen 
males. This ratio is not out of keeping with sta- 
tistics concerning cholecystitis and arthritis, in 
which there is a preponderance of females. 


CLASSIFICATIONS 


The classification of arthritis used in this series 
is as follows: 


In the group known as Type I, I have included 
all those who are otherwise known clinically as 
atrophic or infectious, pathologically as prolifera- 
tive, and by the English as rheumatoid. 

In the group known as Type II, I have included 
those clinically known as hypertrophic, pathologi- 
cally as degenerative, and with the English termi- 
nology, osteo-arthritis. 

In the group known as Type III, I have included 
all those cases which present a mixture of the 
above two types with, usually, one or the other type 
predominating in the clinical picture. 

Age Groupings.—Dividing these patients up into 
age groupings, we find they distribute themselves 
as follows: 

Between the years 20 to 30— 2 patients. 

Between the years 20 to 40— 9 patients. 

Between the years 40 to 50—17 patients. 

Between the years 50 to 60—24 patients. 

Between the years 60 to 70— 9 patients. 

Between the years 70 to 80— 5 patients. 


The oldest patient was a woman of seventy-nine 
years, who was classified as Type II, and the 
youngest was a male, twenty-six years of age, 
classified as Type I. 
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Dividing these patients into groups according 
to the classification given above, their distribution 
is relatively equal. That is, there are twenty-five 
cases in Type I, twenty-one cases in Type II, and 
twenty-five cases in Type ITI. 

Complications. — The most common complica- 
tion in the treatment was that clinical syndrome, 
menopause. It is also significant that “under- 
weight” was the complication in only one case, 
while adiposity or definite excess weight was a 
complication in fourteen cases. One patient had 
mild diabetes. The other complications are of no 
great moment, and are common complications in 
the late-age groups such as we are dealing with. 


FINDINGS WITH THE DYE TEST 


In reviewing the seventy-one cases in this report, 
in relation to the function of the gall-bladder as 
measured by the dye test, we find it as follows: 

Twenty-five patients gave a normal x-ray find- 
ing. 

Ten patients, on examination and questioning, 
gave no gastro-intestinal complaints nor findings. 

Fifteen patients complained of one or more of 
the usual symptoms of low-grade indigestion, such 
as belching, bloating, flatulence, or constipation. 

Forty-six patients were reported with pathologic 
findings on x-ray visualization. That is, they were 
reported with stones, or no visualization, or there 
was a marked variation noted as to filling, concen- 
tration, or emptying, from the accepted normal. 

Four of the forty-six patients were reported as 
having gall-stones. One of these four patients had 
a negative clinical history. 

Six patients were reported as having no visuali- 
zation of the gall-bladder. Three of these six 
patients whose gall-bladders did not react to the 
dye had a negative clinical history. 

The remaining thirty-six patients who presented 
atypical findings showed twelve who had negative 
clinical histories in relation to their gastro-intestinal 
tracts. These clinical histories are not out of keep- 
ing with a report of 1926 of 612 routine post- 
mortem examinations. Here evidence of chole- 
cystitis was found in 66 per cent of the cases in 
which only 8 per cent had a primary diagnosis of 
cholecystitis. 

Those reported as having pathologic findings 
were subdivided according to age: 

20 to 30 years— 1 out of 2 patients. 

30 to 40 years— 7 out of 9 patients. 

40 to 50 years— 9 out of 17 patients. 

50 to 60 years—15 out of 29 patients. 

60 to 70 years— 9 out of 9 patients. 

70 to 80 years— 5 out of 5 patients. 


The twenty-five patients reported with normal 
x-ray findings were grouped : 
12 were in Group I (rheumatoid). 
8 were in Group II (osteo-arthritis). 
5 were in Group III (mixed type). 
The forty-six patients reported with positive 
findings were classified: 
13 were in Group I. 
13 were in Group II. 
20 were in Group ITI. 
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COMMENT 


Seventy-one patients of arthritis were studied by 
the common method of x-ray visualization and 
divided themselves equally in the usual groups this 
disease tends to gravitate into when definitely 
established. 

Sixty-four per cent of the patients were in the 
age group of 50 to 60 years. 

Eighty-one per cent of the patients were female. 

In a group of seventy-one patients, 64 per cent 
gave positive findings on x-ray study. 

Sixteen, or 34.8 per cent, of the forty-six pa- 
tients reported positive, gave a negative clinical 
history in relation to direct symptomatology from 
the gastro-intestinal system. This is where I feel 
the conclusions of the much-quoted article by 
Hartung and Steinbroker were in error. They 
selected thirty cases out of two hundred for study 
on the basis of positive history or physical find- 
ings; hence their conclusion, that the instance of 
pathology was the same as in the ordinary run of 
general medical admissions.* 

In forty-six cases reported positive: 


28.3 per cent were in Group I (rheumatoid). 
28.3 per cent were in Group II (osteo-arthritis). 
43.4 per cent were in Group III (mixed). 


IN CONCLUSION 


Insufficiency of the gall-bladder is a frequent 
occurrence in the rheumatic syndrome. 


Gall-bladder visualization, by the ordinary, ac- 
cepted x-ray procedure, should be available in each 
diagnostic study of the treatment and supportive 
care of all individuals suffering from chronic 
arthritis of uncertain etiology. 

2939 Summit Street. 
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ENDONASAL TEAR SAC OPERATION * 


By Ben L. Bryant, M.D. 
Los Angeles 


GURGICAL procedures for the relief of dacryo- 
cystitis, and of epiphora caused by an obstruc- 
tion in the lacrimal system, are not new in the 
history of medicine. Galen leaves a record of an 
attempt to restore the flow of tears through the 
nose by boring a hole through the lacrimal bone, 
following this with the use of cautery to produce a 
fistula. And, lest we be too impressed with the 
progress of medicine, procedures not too far re- 
moved from Galen’s are in use at present in certain 
hands, with the same intention. 


Before proceeding to a consideration of what has 
been attempted in tear-sac surgery, and of what can 
* Read before the Eye, Ear, Nose and Throat Section of 


the California Medical Association at the sixty-seventh 
annual session, Pasadena, May 9-12, 1938. 
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be expected from these various maneuvers, it is 
well to review briefly the anatomy of the region in 
question. 


ANATOMY OF THE REGION 


The bony fossa containing the lacrimal sac is 
made up of the lacrimal bone, which is compara- 
tively thin, and the posterior lip of the ascending 
process of the superior maxilla, which is compara- 
tively thick and, at times, formidably so. The bony 
fossa containing the lacrimal duct is made up of the 
same two elements, together with a small process 
from the inferior turbinate at its lower part. The 
component parts of the membranous lacrimal ap- 
paratus are the puncta, the canaliculi, the sac and 
the duct. Because of its importance in any consid- 
eration of an external operation, mention should be 
made of the fact that the punctum is imbedded in, 
and the canaliculus runs through, the orbicularis 
muscle. And, because of its importance in any con- 
sideration of an endonasal or an external operation, 
mention should also be made of the fact that an- 
terior ethmoid cells, a marked deviation of the nasal 
septum, enlargement of the anterior tip of the 
middle turbinate, and even abnormalities of the in- 
ferior turbinate, may affect the lacrimal apparatus. 
The inferior turbinate is seldom mentioned in a 
discussion of this question ; but in one case, which 
was referred to me for an endonasal tear sac opera- 
tion for the relief of epiphora, examination of the 
nose revealed the presence of polypoid changes 
along the inferior and lateral aspects of the inferior 
turbinate. Removal caused a complete cessation of 
the tearing, without additional surgery. 


PHYSIOLOGY AND PATHOLOGY 


In view of the almost universal agreement that 
the physiology of tear removal from the eye depends 
chiefly on the muscle action about the canaliculus, 
it would seem that slitting of the puncta should be 
dispensed with entirely, although, unfortunately, it 
is still occasionally done, with the almost invariable 
result that any subsequent attempt to relieve tearing 
is futile. 

The pathological course of the production of 
chronic dacryocystitis is briefly as follows : obstruc- 
tion—usually a result of pathological changes in the 
adjacent ethmoid cells, antrum, or turbinates—is 
followed by stagnation of secretion which offers 
a good field for the growth of bacteria, swelling 
of the mucous membrane and necrosis of the 
epithelium, with the subsequent formation of ad- 
hesions. 


DIAGNOSIS 


The diagnosis of obstruction can be made when 
a reasonable number of attempts to irrigate the sac 
with the proper solutions fail to bring the fluid into 
the nose. Gentle dilatation of the puncta to permit 
of easy introduction of the tip of the irrigating 
syringe is permissible, but forcible probing is to be 
warned against. A further point of diagnosis, how- 
ever, is most important, 7. e., the determination of 
the site of the obstruction, for if it occurs between 
the puncta and the sac, obviously no procedure in- 
tending to establish a new passageway for the 
emptying of tears from the sac into the nose will be 
successful. If this point cannot be settled other- 
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wise, the instillation of iodized oil, with subsequent 
x-rays, will be valuable. 

When a diagnosis of actual obstruction, which 
cannot be relieved by conservative measures, has 
been made by the ophthalmologist, he must deter- 
mine what further method is to be used to bring 
relief to the patient. The advantages and disad- 
vantages of various methods so far suggested will 
now be considered. 


THERAPEUTIC PROCEDURES 


Repeated probing of the nasal duct has been dis- 
carded generally, and fortunately, for the chance 
of even greater injury by this form of treatment is 
ever present, particularly in the presence of infec- 
tion. Probing is justified in the case of obstruction 
in infants ; but here even gentle syringing is usually 
sufficient, inasmuch as the cause of the blockage is 
a fold of membrane or a tag of mucus, and fre- 
quently pressure over the lacrimal sac alone will 
relieve it. 

Rapid dilatation of the nasal duct, although ap- 
parently efficacious at first in selected cases, usually 
fails to bring about a permanently beneficial result. 
Woolhouse, in England in 1650, produced an artifi- 
cial duct into the nose and, to prevent its closing, 
introduced a gold cannula through the bone. Simi- 
lar methods have been suggested again recently, 
with the use of cannulae of various materials; but 
the fact remains with us, and with the patient, that 
he is wearing a foreign body. 

Stricturectomy, as described by Poulard, pre- 
sents technical difficulties, is an entirely blind pro- 
cedure, and offers great risk of recurrence of the 
obstruction. 

Extirpation of the lacrimal sac was performed 
first by Berlin, in 1862, and has been the subject of 
much discussion since. Although it has the disad- 
vantage of being an external operation with a facial 
scar, it does, when the sac is entirely removed, dis- 
pense with the infection, but the major objection 
still persists: it does not relieve the epiphora. The 
search for a more physiological method has resulted 
in the development of a number of operations. 

In 1915, Mosher described an operation for the 
drainage of the lacrimal sac and nasal duct, but 
subsequently relinquished it in favor of his modifi- 
cation of a combined external and intranasal opera- 
tion, described by Toti in 1904, and since modified 
by various workers, including Depuys-Du Temps 
and Bourget. These several procedures, although 
dispensing with the disadvantage of persistent 
epiphora, retain that of an external scar and in- 
cision in the muscle. 


ENDONASAL OPERATIONS 


In order to obviate these disadvantages, West, in 
1926, described his endonasal operation, and at the 
same time a similar operation, for which priority 
was claimed, was described by Halle and Polyak. 
To these, numerous modifications have been ap- 
pended, a notable one being that of Kofler, who 
suggested a transseptal approach in order to secure 
better vision of the operative field. 

There seems to be little argument that the endo- 
nasal operation, if it cures the infection, the tearing, 
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and any other pathological process present (such as 
tumor masses, etc.) is definitely superior to any 
other method, in that it is on a strictly physiological 
basis—which should be the goal of good surgery in 
any part of the body—causes no external scarring, 
and protects the lacrimal apparatus from further 
trouble in the future. That it sterilizes the con- 
junctival sac from a bacteriological standpoint is 
claimed for it by West ; and this contention is borne 
out in the great majority of cases by the work of 
Fraser of Edinburgh, reported by Henry. 


The only objection, therefore, raised against the 
endonasal procedure which has seemed to have any 
validity is that it is technically difficult. But this is 
true of many other surgical procedures which are 
constantly used when they are demanded, and 
should not, in my opinion, be the basis of eschewing 
it or of substituting a less desirable operation. Its 
opponents state that it is a blind procedure; but that 
need not be, and when properly and meticulously 
performed it leads to uniformly good results. Cer- 
tain physiological and pathological details should 
have particular attention, and they will be men- 
tioned in the following brief description of the 
technique I use in the endonasal tear sac opera- 
tion, which is followed by a condensed review of 
ten cases treated by this method. The cures re- 
ported are on the basis of three to six-year check- 
ups. The combined external and intranasal, or 
Toti-Mosher operation, has been used only once in 
the case of an eleven-year-old child who had had 
chronic dacryocystitis, since an abscess of the sac 
had been opened externally in infancy. A recent at- 
tack of measles had made the condition worse; but 


a complete cure was obtained by the combined 
method. 


TECHNIQUE OF THE ENDONASAL OPERATION 


If a high deviation of the nasal septum toward the affected 
eye exists, it is corrected by a submucous resection. Any 
infected or anteriorly placed ethmoid cells, impinging on 
the lacrimal fossa as determined by previous skiagrams, 
are exenterated. The anterior end of the middle turbinate 
is removed if it seems advisable to do so, and likewise the 
inferior turbinate is infracted medially if indicated and any 
polypoid portions of this structure are carefully removed. 

Local anesthesia is ordinarily used, consisting of topical 
applications for the conjunctival sac and the nose, followed 
by injection of novocain externally and on the lateral wall 
of the nose at the agger nasi. After the posterior portion 
of the nasal passage has been plugged, a square window is 
removed from the mucous membrane just anterior to the 
head of the middle turbinate. Care should be taken to make 
this window sufficiently large to correspond to the bone to 
be removed and to the sac to be exposed, and the edges 
of the window should be smooth and free from tabs. I be- 
lieve that lack of attention to these details has been the 
cause of the occasional failures which have condemned 
this method in some minds. After the mucous membrane 
window has been formed, a large flap is cut by making an 
incision upward from the middle turbinate to the ridge of 
the nose, then downward to the level of the inferior turbi- 
nate, and backward to the head of this structure. This flap, 
carefully dissected, is then turned medially and down. The 
bone, thus exposed, is removed by chisel and biting forceps 
in a wide area overlying the tear sac. A Bowman probe 
is then introduced through the canaliculus in order to push 
the tear sac into the nose, where it is easily grasped by a 
suitable tenaculum, and the medial wall is widely removed. 
Again care should be taken to see that no tabs are left at 
the cut edge. The lateral wall flap, which had been turned 
down, is now brought back into place, and a Bowman probe 





378 CALIFORNIA AND WESTERN MEDICINE 


passed through the canaliculus enters the nose through the 
wide mucous membrane window. The flap is held in place 
by one or two flat strips of ointment-coated packing. 


COMMENT 


The postoperative reaction is ordinarily negli- 
gible, and the postoperative care consists of re- 
moving the packing after forty-eight hours, after 
which the patient is seen every two or three days 
for several weeks for the removal of crusts, the 
control of any exuberant granulations, and ordi- 
nary cleansing of the nose. Occasionally, if the 
inflammation of the sack has resulted in unusually 
marked thickening of the walls, epiphora will per- 
sist for a time; and in such a case, gentle probing— 
and “gentle” should be underscored—is carried 
out. 


Ten cases treated by the above method are re- 
ported herewith. One patient was a male aged 
thirty-one years, the others being females, whose 
ages varied from thirty-seven to sixty-eight years. 
The male patient had persistent tearing and a re- 
current tumor mass at the inner angle of the right 
eye for five years, following an automobile accident 
in which his maxilla was fractured. He was com- 
pletely cured of all subjective and objective symp- 
toms following the operation. 


Of the female patients, whose duration of symp- 
toms ranged from six months to fifteen years, all 
were completely cured except two. One of these 
had very infrequent tearing of one or two drops 
when she was out in a cold wind, and the other had 
tearing only at occasional times when her nose was 
congested. A hyperplastic maxillary sinusitis was 
diagnosed in this patient on the same side, and 
operation was advised, but refused by the patient. 
In two instances, one of which was the case of the 
68-year-old patient, the operation was performed 
preparatory to cataract operation, and the conjunc- 
tival sac was thus sterilized, so that the subsequent 
eye surgery could be performed. 


SUMMARY 


The development and diagnosis of chronic dacryo- 
cystitis are considered briefly, and the various sur- 
gical procedures which have been used in the past 
for its treatment are reviewed, and their respective 
advantages and disadvantages evaluated. A modi- 
fied endonasal operation is described, with emphasis 
placed on those factors which are of greatest influ- 
ence on the final result, stress being laid on the 
physiology of the region. The results of a series of 
cases treated by this method are presented. 


IN CONCLUSION 


If all factors in proper diagnosis and proper 
preparation have been utilized, the endonasal tear 
sac operation, carefully and correctly performed, is 
a more physiologically surgical procedure than 
others suggested for the treatment of chronic 
dacryocystitis. The results are as good, if not 
better, than those achieved by other methods. Al- 
though not simple from a technical standpoint, 
it is by no means formidable enough to warrant 
its rejection, particularly in view of its inherent 
advantages. 

2007 Wilshire Boulevard. 
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MENTAL HYGIENE AS A DEPARTMENT OF 
PUBLIC HEALTH ACTIVITY * 


REPORT OF A STUDY ON 9527 CASES 


By J. C. Getcrr, M.D. 
AND 
Otca BripcMan, M.D. 
San Francisco 


OR nearly twenty years there has been an active 

interest on the part of the Department of Public 
Health in San Francisco in the possibilities of pre- 
ventive work in relation to the various problems 
of mental disorder and defect, and in connection 
with other difficulties of community adjustment 
such as delinquency. Beginning on a very small 
scale, and growing slowly and gradually in response 
to community demands for more and more service, 
there is at the present time a busy Division of 
Mental Hygiene concerned with varied aspects of 
preventive mental medicine. 


SCOPE OF THE AGENCY 


The work of an agency of this kind is of two 
distinct types : diagnosis, and diagnosis with social 
and psychologic treatment. There are many de- 
cisions necessary, which are almost of a purely 
diagnostic sort. There is need for a careful diag- 
nosis of mental deficiency in many instances. 
Parents or relatives may wish to provide perma- 
nent care for feeble-minded children or for adults, 
who have been protected at home until the family 
resources no longer make possible adequate super- 
vision and care. Then there is a definite propor- 
tion of delinquent children, whose social failure 
is due in a large measure to their complete inability 
to learn to conform to basic community require- 
ments. Experience over many years has shown 
that only permanent control and protection will 
prevent a life of crime and misery for some of 
those children. There are also the families of 
wretchedly neglected children, where parents seem 
totally unable to give the kind of care which will 
make decent citizens. When the irresponsibility of 
one or both parents is due to clearly recognizable 
mental deficiency, it may become necessary to care 
for the parents, and to give to the children such 
homes as will provide them with a chance for de- 
veloping in a wholesome environment. For this 
service the Mental Hygiene Division gives to the 
community agencies charged with caring for de- 
pendent and delinquent children such assistance 
as it can. Whole families are sometimes studied, 
so that the best plan can be made for all of their 
members. However, important as this part of the 
work is, it can be seen from the accompanying 
tables that only approximately one-fifth of the indi- 
viduals coming to the Division for mental ratings 
belong to the group whose intellectual defect alone 
is sufficient to cause social failure. It is interesting 
to note at this point that mental deficiency, as de- 
fined by law,’ includes not only intellectual defect 


*From the Department of Public Health, City and 
County of San Francisco. 


1 See Section 5250, Chapter 2, of Part I of Division VI of 
the Welfare and Institutions Code of the State of Cali- 
fornia, July 1, 1937. 
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TABLE 1.—Intelligence Test Results of Patients Com- 
ing to the Division of Mental Hygiene (1918- 1937) 
in Terms of Intelligence Quotients 


Idiot (I. Q 
Imbecile (I. Q. 2s: 5 
Moron (I. Q. 50-69 


Borderline and dull 
Borderline (I. Q. 70- 79) ... 
Dull normal (1. Q. 80-89) 


Normal and superior 
Normal (I. Q. 90-110) 
Superior (I. Q. 111-119) 
Very superior (I. Q. 120-up) 


Not rated (psychotic, disturbed, infants, etc.)...... 


but also such degree of personality and character 
defect as renders individuals in need of “super- 
vision, control, and care, for their own welfare, 
or for the welfare of others, or for the welfare of 
the community.” While, on the one hand, many 
feeble-minded persons are so well-behaved that 
they may receive satisfactory care in good homes, 
with responsible parents, on the other hand, a cer- 
tain number of individuals with fairly good intel- 
lectual capacity are so perverse and uncontrollable 
as to make their permanent care in an institution 
necessary. Occasionally such cases are referred 
by the courts, but more often the need for insti- 
tutional protection is recognized by their families, 
who seek assistance and advice with regard to their 
care. 
RELATION TO SCHOOL DEPARTMENTS 


Another task of the diagnostic kind is that repre- 
sented by a part of the cooperation with the public 
school department, in connection with the study 
of physically handicapped children. Crippled chil- 
dren, for example, present a very wide range of 
mental capacities. Some, whose physical disabili- 
ties are due to brain injury or disease, are pro- 
nounced cases of mental deficiency as well. Others, 
though very seriously affected physically, may have 
really high mental capacity. All of these children 
require very special training, and it is extremely 
important to realize at as early an age as possible 
what kind of teaching is best adapted to each child. 
Then there are the deaf children. Only the child 
with good mental endowment can learn oral speech 
in the absence of hearing, and even for these chil- 
dren the task is one requiring years of patient train- 
ing. Dull and backward children might much better 
be taught simpler things rather than to spend years 
in trying to acquire speech unsuccessfully. Intelli- 
gence tests have at present been developed to the 
point where a reasonably accurate mental rating 
can be given, even though the child cannot hear 
a sound. Important observations have also been 
made with regard to certain of the children sent to 
the health classes because of malnutrition. Many 
of the frail or undernourished children make very 
satisfactory gains under the special régime ar- 
ranged for them, but some of them do not do at 
all well. It has been interesting to note that certain 
mentally deficient children do not improve physi- 
cally, no matter what type of care is given to them. 
In some instances, generalized defects, both physi- 
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cal and mental, seem to be responsible for the mal- 
nutrition. 


CHILDREN OF BORDERLINE OR DULL 
NORMAL LEVELS 


The children who are subnormal but of high 
grade, belonging to the borderline and dull normal 
levels, are perhaps the most difficult and discourag- 
ing problems which come to the Health Center. 
These children, dull enough to find competition 
difficult along most lines, but bright enough to 
realize and resent their limitations, often seem to 
develop a grudge against society as a whole. They 
can see no use in making efforts to conform, when 
conformity leaves them always in the unapproved, 
laggard group. They constitute the majority of 
the juvenile delinquents and of the more trouble- 
some school cases. Something can often be done 
to help them to a degree of legitimate satisfaction, 
but except in a planned social situation they will 
always lack what their more competent comrades 
can get easily, that is, success and approval. School 
training better adapted to their limited capacities, 
with an emphasis on simple, concrete instruction 
and drill which will tend to make them self- 
supporting, may in the future help this entire 
group. 

SOURCES OF THE CLINICAL MATERIAL STUDIED 


The following table indicates the sources from 
which cases have been referred to the Mental Hy- 
giene Division: 


t 
TaBLe 2.—Interesied Agencies or Individuals 


Charitable child-caring agencies, ete. .................... 
Educational institutions 

Hospitals or other medical sources 

Juvenile courts ...... 

Relatives and other individuals .. 

Other scattered sources 


This table indicates the original source from 
which the case was referred. A notable num- 
ber of those first coming from educational insti- 
tutions have later been followed under the super- 
vision of child-caring agencies or in the Juvenile 
Court, but it is of considerable interest to note that 
by far the largest proportion first came to our 
centers from educational institutions, and another 
large group from hospitals and physicians. Many 
children and a number of families, first coming 
from other agencies, have later been supervised by 
the Court. Not infrequently, a home situation is 
so hopeless, and families are so irresponsible, that 
decent care for the children can only be obtained 
if the authority of the Court can be used either to 
supervise children in their own homes or in ex- 
treme cases to take the children out of the home. 


GROUPINGS ACCORDING TO NATURE OF 
DISTURBANCE 


The problems for which cases have been referred 
are many and varied. Their total number exceeds 
the actual number of children seen, since even at 
their first appearance, more than one problem is 
often reported. The table below is an analysis of 
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Tasie 3.—Problems for Which Patients Were 
Referred 


REE Bie MOON ii ccscinicctiesncscenicnntectinaencaanniaiet - 1,567 

Behavior problems in school oui 

For mental rating only 

Mental deficiency, for commitment to Sonoma 
SIR IEIIIIIDD xc<sscricceneansccceunscssiesetanneesteaeniinsiniaensibionantensnsce . 844 

Problems based on physical condition ..................... 1,015 

Nervous manifestations in ee 

Abnormal or coer mentality . 

Personality difficulties 

Serious behavior problems 

Minor behavior problems .... 

Other reasons .. 


the reasons for which agencies or individuals first 
asked for a study of the child. A further explana- 
tion of some of the more comprehensive items in 
this table is of some interest. For example, Item 6 
(nervous manifestations), includes such symptoms 
as speech defects, tics, night terrors, somnambu- 
lism, and general overactivity. Item 7 (abnormal 
or peculiar mentality) includes the serious disturb- 
ances often found to follow lethargic encephalitis 
in children, mental peculiarities developing after 
bad head injuries, and those baffling conditions 
which are usually included in the general term of 
psychopathic personality or constitutional inferi- 
ority. Item 8 (personality difficulties) includes a 
wide range of problems which have disturbed 
parents. To mention only a few of the complaints 
about the child, there is a variation from defiance, 
stubbornness and cruelty at one extreme, to shy- 
ness and sensitiveness, with definite feelings of 
insecurity and inferiority at the other. In the 
earlier years of mental-hygiene work with chil- 
dren, parents and agencies complained most often 
of those traits which made a child troublesome at 
home or elsewhere; at the present time, children 
are very often brought to the center because they 
cannot make friends, are solitary and oversensitive, 
or are socially awkward. This alone indicates a 
great advance in the attitude of parents toward the 
problems of children, since some of the most seri- 
ous difficulties from the point of view of the child’s 
chances of a normal social adjustment have to do 
with difficulties which do not at all tend to make 
the child hard to manage or control. Some of the 
serious behavior problems considered in Item 9 
include such offenses as stealing, assault, fire- 
setting, running away from home, and sex offenses 
of various kinds. The minor behavior problems 
(Item 10) are those encountered most frequently 
in the small or untrained child. Here are included 
such difficulties as thumbsucking, bad eating habits, 
abnormal sleeping habits, negativism, and enuresis. 


ETIOLOGIC FACTORS 


The causes responsible for this host of problems, 
some very insignificant, others almost hopelessly 
baffling, are numerous. When the child is feeble- 
minded or suffering from organic brain disease, 
little can be expected in the way of a cure of the 
condition. Much may be done, however, to help 
those charged with the child’s care to understand 
his limitations and to temper his environment so 
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TAasLe 4.—A ges of Cases Coming to the Health Center 


OD BNO vcccthcerinrcsiccteinntierrsecenintaenemenaias a 
3-5 years 
6-12 years ... 

13-18 years ... 

19-25 years ... 

26-40 years ... 

Over 40 years 


as to make allowance for his inability to make a 
good adjustment on his own part. On the other 
hand, many of the minor problems, even though 
they seem serious to the parent, readily respond to 
intelligent provision for the child. It is especially 
interesting to note that the best results do not, as 
a rule, come from specific treatment of the indi- 
vidual problems. Almost always there is something 
wrong with the child’s daily life. The parents 
may be worried, or there may be justifiable jealousy 
of another child, or the home life may be too 
stimulating or exciting. These and many other 
situations, quite removed from the child’s actual 
symptoms, may be responsible for his problem. 
Treatment, then, means a careful study of the en- 
tire life of the child and of his relations with all of 
his surroundings, in order to discover what factors 
are likely to be interfering-with a normal attitude 
on his part. When those factors are found and re- 
moved, many problems disappear almost at once. 
This is true particularly of nervous manifestations 
of the functional sort. In cases where long- 
established, bad habits exist, such as persistent 
thumb-sucking, nail-biting, or enuresis, it is often 
possible to secure the child’s interest and codper- 
ation in breaking the habit. When there is intelli- 
gent codperation in the home, and the child is of 
good intelligence, even serious difficulties disappear 
very promptly. It is generally agreed that most of 
the serious behavior problems have their origin in 
minor difficulties. For this reason it is satisfying 
to note that the largest number of complaints, for 
which children have been referred to the Center 
for care, fall in this group of minor difficulties. 
Table 4 shows the ages of the individuals coming 
to the Mental Hygiene Division for study. 


The older cases are those coming for diagnosis 
as to eligibility for admission to the Sonoma State 
Home, or are parents of neglected children, or are 
patients referred by the hospitals in cases where 
mental deficiency is suspected. The greater amount 
of really preventive work is probably done with 
those children who are not more than twelve years 
old. It is, of course, very necessary that as accu- 
rate a diagnosis as is possible be made in all of 
these cases. They all constitute important social 
problems, and must be given as intelligent care or 
supervision as is possible. The most important 
work, however, and that which is likely to have the 
most far-reaching results, is that with younger 
children who are just beginning to show difficulties, 
which experience has taught us are often followed 
by later serious maladjustments and disorders. 
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IN CONCLUSION 


This progress report, involving 9,527 cases with 
an age range of from under three to forty years 
and over, is an indication of the importance of this 
often neglected activity in any department of 
public health program. The fact that in the ma- 
jority of cases the age range was from six to 
eighteen years points to a concentration of effort 
in the age groups where the best results are gener- 
ally obtained. It may be of interest to note that, 
of the total number of cases that were studied 
(9,527), there were 1,554, or 16 per cent, classified 
as feeble-minded. This brings up the age-old ques- 
tion of the possibility of the elimination of feeble- 
mindedness without the actual elimination of the 
feeble-minded. The San Francisco Department of 
Public Health has proceeded on the hypothesis that 
a diagnosis of feeble-mindedness once made should 
not necessarily mean an absolutely incurable con- 
dition. It is fully recognized, however, that defi- 
ciencies in brain tissue can never produce a normal 
mentality. Moreover, the cases regarded as due 
to inherited defects bring up another moot ques- 
tion of the prevention of the birth of additional 
children from the original parents. And, further- 
more, humanity demands that, once born, a child 
so mentally handicapped must live, and must be 
adequately trained or controlled. To be effective, 
therefore, the application of modern methods of 
mental hygiene as a public health procedure must 
begin early in order that a distinct menace to so- 
ciety may be scientifically and humanely obviated. 
It is of interest to note that 4,237 cases, or approxi- 
mately 44 per cent of the total number examined, 
were classified as normal or superior. 

101 Grove Street. 


ANESTHETICS: A PLEA FOR AN ACCURATE 
RATING* 


By Paut Campicue, M.D. 
San Francisco 


"THE number of anesthetic agents and methods 
of anesthesia is so great that it becomes in- 
creasingly difficult for many of us to appraise 
their respective values. 


If we inquire about the new procedures or new 
chemical compounds in use as anesthetics at dif- 
ferent hospitals, the replies received are often dia- 
metrically opposed. 


Some of the older men, who were brought up 
to the use of ether, still consider that to be en- 
tirely satisfactory in every case. Younger men, 
who have studied spinal anesthesia, believe that 
to be the best method in all of their cases. An- 
esthetists who are familiar with nitrous oxid may 
say that it is the perfect anesthetic. Manufac- 
turers and advertising concerns add to the con- 
fusion by putting on the market new drugs which 
in glowing reports are highly praised, while little 


* From the Department of Surgery, University of Cali- 
fornia Medical School. 


Read before the Section on Anesthesiology of the Cali- 


fornia Medical Association at the sixty-eighth annual ses- 
sion, Del Monte, May 1-4, 1939. 


ANESTHETICS—CAMPICHE 381 


or nothing is said about their objectionable 
features. 

We need a method (a yardstick, so to say) by 
which we may express the value of a given an- 
esthetic by a certain figure representing the sum 
of its virtues and faults, so that all these drugs 
can be quickly and easily compared. 

For some time past I have attempted to make 
such an appraisal for my own guidance. Using a 
mark of 10 for excellent and 0 for very poor, 
I have tried to determine how each method of an- 
esthesia measures up to certain fundamental re- 
quirements or postulates such as safety, efficiency, 
comfort, and cost. I have then subdivided each of 
these main headings into several parts in such a 
way that safety counts for five units, efficiency for 
three, comfort for one, and cost for another one 
unit. 

It is true that my figures may have little value 
to anybody but myself, as they represent the 
opinion of one person only. If, however, the prob- 
lem could be submitted in the form of a question- 
naire to one hundred or two hundred anesthetists, 
and their replies tabulated, the averages reached 
would, I believe, represent a fairly accurate ob- 
jective—we might say, “official” rating—by the 
medical profession, of the various methods of an- 
esthesia. 

In the table appended, I have tried to estimate 
the value of various anesthetics judged by certain 
standards which are considered to be the indispen- 
sable and essential postulates of anesthesia. 


SAFETY 


1. The possibility of instant withdrawal of the 
anesthetic in case of danger is one of the funda- 
mental requisites of anesthesia, inasmuch as all 
anesthetics and soporifics are poisons—potentially 
at least—and accidents can never be ruled out. 
The inhalation anesthetics are the only ones which 
give complete satisfaction under this heading. 

2. The margin of safety is represented by the 
amount of anesthetic necessary to carry the pa- 
tient from the third stage of anesthesia (suppres- 
sion of reflex sensibility) to the fourth stage 
(paralysis of the bulb and death). This margin 
is very small in the case of chloroform, for in- 
stance, but is wide for some other agents. 

3. Under injurious effects we group such acci- 
dents as primary inhibition of the heart, asphyxia, 
secondary degeneration of the viscera, spasm or 
catarrh of the intestine, and so forth. 

4. To obtain an index of the absence of fatali- 
ties, it is necessary to know the number of deaths 
in a series of administrations of a given anesthetic. 
If the figure is, say, two deaths in 10,000 adminis- 
trations of ether, drop the three zeros and take the 
inverse figure (10-2-8) as the index. Thus, for 
ether, 8 is the index for the absence of fatalities 
in 10,000 administrations. 

5. The absence of inflammability or explosibility 
is self-explanatory. 


EFFICIENCY 


6. Suppression of the conscious sensibility, by 
which we mean, not the patient’s physical com- 
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GENERAL ANESTHESIA 


EVALUATION « BY INHALATION 4 BY OTHER | 


UNDER VARIOUS HEADINGS 


LEGEND 
10= excellent 
O= very bed 


ful adjuvants 


anesthetic 


The ideal 
Etber 
NeO+O 


1. Possibility of instant withdrawal 
in case of danger. 0 

2 Margin of safety. | 10 | 

3 Absence of primary or after effects, 
(on. lungs, beart, hver, Kidneys, 
mtestines) and counter 
indications 

4 Absence of fatalities. 

5 Absence of inflammability 
(explosibility) 


6 Suppression of conscious 
sensibility Gyncope psychic 
shock, etcetera). 

y Suppression of reflex sensibil- 
ity @specially rigidity of the 
abdominal muscles) and dur- 


ation of the anesthesia___|_10 | 


8 Ease of administration even 
with moderate skill______| 1 | 


9 Avoidance of apprehension or 
mental strain, choKing sensa- 
tion, @dor) nausea, vomiting, 
headache, etcetera 10 





10 Inexpensiveness — 10 19 














RATING 00 lero 


fort—as mentioned under 9—but his lack of con- 
sciousness of the operation is most desirable. In 
achieving this result, the inhalation anesthetics 
stand out conspicuously among all others. 

7. Suppression of the reflex sensibility and 
rigidity, especially of the abdominal muscles, is the 
great unsolved problem of surgical anesthesia for 
laparotomies. The surgeon who is fearful of the 
bad effects of ether in prolonged operations is 
forced to resort to various procedures, some of 
which clearly violate the principles laid down under 
1 and 6, and, in addition, are often quite unsatis- 
factory in other respects. 

8. Ease of administration makes it possible for 
an anesthetic to be given in remote districts, in the 
rear of battlefields, on board ships, etc., by doctors 
or attendants not highly trained in anesthesia. This 
feature adds much to the efficiency of an anesthetic 
available in such situations. 


COMFORT 


9. The comfort of the patient certainly should 
not be ignored if it may be had without undue risks, 
which, unfortunately, is not always the case. 


COST 


10. Nor should the cost of an anesthetic be for- 
gotten entirely, but instead be completely subordi- 
nated to the considerations of safety and efficiency. 


EVALUATION AND “RATING” 


If we try to analyze and interpret the figures 
given in the table, we find the following as facts: 


ICyclopropane _| 
Chloroform 


Paraldebyde 


»|6_ [Ethylene _| 
o | 


ME DS 


Hedonal 
Evipral 
isopral 


Intravenous 


hypodermxally)| 


Barbiturates 


Hyoscin 


Avertin 









































A. GENERAL ANESTHESIA 


1. Inhalation anesthetics, with the addition of 
some opiate, obtain a rating of from 72 to 77. 

Their advantages are the possibility of instant 
withdrawal in case of trouble, and complete sup- 
pression of consciousness ; also the margin of safety 
and the absence of fatalities are fair (with the ex- 
ception of chloroform). In some of these agents, 
however, we find very bad features in their after- 
effects, inflammability, rigidity of the muscles, dis- 
comfort of the patient, cost, and so forth. 

2. Inhalation anesthesia (mostly nitrous oxid 
and oxygen, combined with some powerful adju- 
vant) has a rating of from 64 to 71. 

This method gives a little more comfort to the 
patient and, since it reduces the amount of general 
anesthetic, has fewer bad effects than the pure in- 
halation anesthetics ; the suppression of conscious 
sensibility is satisfactory; also there is no danger 
of inflammability. The powerful drugs once given, 
however, cannot be withdrawn at will; the margin 
of safety is not good (except for paraldehyd) 
and some fatalities have been reported. The sup- 
pression of reflex sensibility is not always satisfac- 
tory, which means that ether may have to be added ; 
the administration is not easy and the cost is high, 
as nitrous oxid with oxygen is used throughout. 

3. General anesthesia, without inhalation, by the 
rectal, intravenous, or subcutaneous routes, has a 
rating of between 62 and 64. 

These procedures are (with the exception of 
ether administered rectally) comparatively com- 
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fortable to the patient, the expense is small and 
the administration easy. There is no inflammability 
(except for ether) and the suppression of con- 
scious sensibility is good. On the other hand, the 
drugs once given cannot be withdrawn ; the margin 
of safety is small; there have been fatalities (due 
to idiosyncrasies ?), and there have been some bad 
after-effects on the heart ; also the reflex sensibility 
is not always sufficiently suppressed. 


B. LOCAL AND CONDUCTION ANESTHESIA 


These methods, with a rating of from 60 to 62, 
have no after-effects to speak of and very few 
fatalities ; there is no inflammability to be feared, 
and the cost is low. The drawbacks are that, once 
given, the drug cannot be withdrawn; the margin 
of safety is within narrow limits; the patient re- 
mains conscious ; the reflex sensibility and the sen- 
sation of pain are not always absent, and there have 
been cases of psychic shock. In addition, the an- 
esthesia may wear off before the operation is com- 
plete. Conduction anesthesia is cumbersome and 
there are a good many failures. On the whole, the 
conifort of the patient is not the best. 


C. SPINAL ANESTHESIA 


Spinal anesthesia has a rating of 58. This is the 
most successful of all procedures for doing away 
with all muscular rigidity, and there is no fear of 
inflammability. It has many defects, however : the 
drug cannot be withdrawn in case of accident; the 
margin of safety is very small; there are several 
contra-indications, and bad effects and fatalities 
occur now and then. 

The patient is conscious throughout the pro- 
cedure and this must cause him great mental dis- 
tress, as laparotomies are long and serious oper- 
ations. It is true that technique has been improved 
greatly of late, and we must admit certain clear 
indications for this method as the lesser evil in some 
situations. But, on the whole, it is the least humane 
of all procedures, and most surgeons consider it a 
method of exception. 


COMMENT 


The foregoing findings lead to certain definite 
conclusions: First of all, it is surprising that, after 
using surgical anesthesia for nearly a century, we 
possess no anesthetic which rises above a rating 
of 77. Many of these agents may be called good 
or fair, but none can be said to be perfect or even 
excellent, and the ideal anesthetic with an index of 
100 is still unknown. 


As we found perfection unattainable, the ad- 
ministration of anesthetics has been split into 
about thirty different methods, each supposed to 
correspond to some special indication or contra- 
indication, and it is undeniable that great progress 
has been achieved. New procedures or new an- 
esthetics are introduced constantly, but they all have 
one thing in common: on one side they show some 
improvement ; on the other, they come to us with 
some objectionable feature. The question thus 
arises, have we made real progress or are we not 
simply exchanging a poor article for another that 
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is almost equally mediocre? Why do the chemists 
and manufacturers insist on putting on the market 
new anesthetics which so infringe on the funda- 
mental postulates of anesthesia and have such 
glaring defects—such as toxicity, lack of relaxa- 
tion, explosibility, and so forth—that, after a few 
years’ trial, are discarded by most of us? 

Is there no other direction in which a more de- 
cisive advance can be made? Here and abroad are 
many large firms which maintain staffs of the best 
chemists of the world. These men have given us 
artificial silk, synthetic rubber, the terrible explo- 
sives of modern warfare, asphyxiating gases, many 
synthetic drugs and the like, and the question arises : 
Is it not possible for the science of chemistry to 
create, by synthesis or otherwise, a more satisfac- 
tory anesthetic—one that would combine all the 
advantages of the others and eliminate their faults ? 
Could not these chemists, for instance, add a 
“radical” to cyclopropane so as to do away with 
its inflammability ? 

Some may think this idea visionary and impossi- 
ble of realization. Yet we have before our eyes the 
brilliant achievement of the chemists who gave us 
novocain, and the story of local anesthesia certainly 
sounds like a dream come true. Some eighty years 
ago cocain was introduced and from it surgeons 
learned what a local anesthetic should not be. In 
their minds they constructed the ideal drug for local 
anesthesia—one that would be a good analgesic, of 
low toxicity, easily soluble in physiologic solution, 
resistant to boiling, noninjurious to the tissues, and 
so forth. At their request a chemical genius applied 
himself to the task of producing this ideal local 
anesthetic. The molecule of cocain was split; the 
“elements” or “radicals” that were harmful or use- 
less were eliminated. Other valuable groups or 
radicals were added. It took thirty years of con- 
tinuous experimentation; but finally we received 
novocain, a synthetic drug, which stands as a monu- 
ment to the will and creative power of the human 
mind. 

Let us hope, then, that, in the search for an ideal 
general anesthetic, synthetic chemistry will some 
day repeat the triumph it achieved with the dis- 
covery of novocain. 

First of all, however, medical men should know 
what they want. If we had, for all anesthetics, 
official ratings laid down by a college of anesthet- 
ists, we could, with these figures, go to the chem- 
ists and manufacturers, point out to them the faults 
that should be corrected and the good qualities 
that should be enhanced, and give them definite 
specifications of what we consider a satisfactory 
anesthetic. With this data in hand, the medical pro- 
fession could exert a firm pressure and refuse to 
accept any anesthetic that is put on the market with 
defects that violate the fundamental requisites of 
anesthesia. This should spur the chemists and 
manufacturers to renewed and greater effort until 
they would be able to give us a really perfect an- 
esthetic that will satisfy all the postulates of safety, 
efficiency, comfort, and cost. We call on the fra- 


ternity of anesthetists to take the lead in this work! 
450 Sutter Street. 
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HYPEROSTOSIS CALVARII INTERNA: ITS 
CLINICAL SIGNIFICANCE* 


By B. N. Tacer, M.D. 
E. K. Suetton, M.D. 
AND 
W. C. Matzen, M.D. 
Los Angeles 


YNONYMS: Exostoses within the cranium ;* 

intracranial osteophytes ;? enostoses of the cal- 
varium ;* hyperostose frontale interne;* hyper- 
ostosis frontalis interna ;* calvarial hyperostosis ;* 
metabolic craniopathy ;* cranial hyperostosis of the 
insane ;* syndrome de Stewart-Morel ;* Morgagni’s 
syndrome.*°® 

The disturbance is characterized by a bony over- 
growth of the internal skull table into firm and 
irregular nodular masses, extending inward toward 
the dura and outward into the diploé, converting 
the latter into a dense tissue. The external table 
is not involved and the skull not increased in size. 
Symmetrically placed, it is most frequently found 
in the frontal region. Moore described’ the ad- 
ditional variation in which the change is confined 
primarily to the diploé, classifying it regionally 
into nebula frontalis, hyperostosis frontoparietalis 
and hyperostosis calvarii diffusa, and emphasizing 
the roentgenologic features in each. 

Agreeing that the condition is primarily confined 
to women, authors vary considerably in their esti- 
mates of the incidence of hyperostosis in the gen- 
eral population, figures ranging widely from 1 to 40 
per cent (Table 1). The groups studied were not 
comparable in source of material, age, and sex 
distribution (often not specified), besides being 
subject to the individual interpretation of observers 
as to what constitutes a thickening or increased 
density of the skull. Nothing is known of the eti- 
ology of this disturbance, for which the following 
theories have been advanced: Prolonged recum- 
bency,* advancing years,? hypercalcemia,® preg- 
nancy, menopause,” dyspituitarism,’® hypopituitar- 
ism,® etc. Moore’ favors the thesis of a disturb- 
ance in mineral metabolism secondary to the female 
reproductive functions. He has observed obesity 


* From the Shelton Clinic. 


Read before the Section on Radiology of the California 
Medical Association at the sixty-eighth annual session, 
Del Monte, May 1-4, 1939. 


CALIFORNIA AND WESTERN MEDICINE 


Vol. 51, No. 6 


and hirsutism, coupled with a great many scattered 
neurologic manifestations, and believed it to be a 
clinical syndrome associated with the hyperostosis. 
Canavan ® leans toward a circulatory hypothesis, 
pointing to the advisability of studying the terminal 
twigs of the dural vessels vascularizing the internal 
table of the skull, but he failed to demonstrate 
any constant concomitant pathology, adding perti- 
nently : “Four papers were written on the subject 
in the eighteenth century, fifty or more in the nine- 
teenth century, and already nearly ninety have ap- 
peared in the twentieth century. Do the physicians 
today look more, think more, or write more?” 

The purpose of this paper is to evaluate the 
incidence and clinical significance of hyperostosis 
calvarii interna, as determined by routine roent- 
genographic examination of skulls of ambulatory 
patients presenting chronic medical complaints. To 
our knowledge, roentgen studies of the subject are 
infrequent (the only available reports being those 
of Moore) and dependable metabolic observations 
on a series of cases nonexistent. It appears, there- 
fore, of interest to present our findings. 


CLINICAL MATERIAL 


The source of material has consisted ot 492 
consecutive patients of both sexes seen during the 
past two years. No effort at selection was made 
on the basis of complaints. The group, therefore, 
represents a closer approximation to a cross sec- 
tion of the general population than heretofore re- 
ported. Roentgenograms of the skull were taken 
in the lateral position. Initially, those presenting 
positive findings were supplemented by antero- 
posterior and stereoscopic views. The procedure 
was promptly discontinued when it failed to re- 
veal any additional information, and reserved for 
only those few cases presenting distinct neurologic 
signs or disease. Moore’s classifications were used 
as standards, namely, (1) hyperostosis frontalis 
interna; (2) nebula frontalis; (3) hyperostosis 
frontoparietalis ; and (4) hyperostosis calvarii dif- 
fusa. In all, sixty-six positive cases, or an inci- 
dence of 13.4 per cent, were found (Table 2). 
Clinical correlations were made with the group as 
a whole, without regard to its roentgenologic sub- 
divisions. 

CLINICAL METHODS 

Histories were taken and physical examinations, 

serologic studies for syphilis (Kahn), microscopi- 


Tasie 1.—Incidence of Hyperostosis Calvarii Interna 
(From Literature) 





Total 
Number 
Skulls 


Source 


Author Material 


 Beadles 

‘Robertson _ 
Greig Autopsy 

Henschen 


Autopsy 


Canavan Autopsy 


Moore 





Moore Roentgen 





Total 
Cases 
Hyper- 
ostosis 


Incidence 
Females in 
Hyper- 
ostosis 


Incidence 
Hyper- 
ostosis 
in Total 


Incidence 
Hyper- 
ostosis 

in Females 








December, 1939 HYPEROSTOSIS CALVARII INTERNA—TAGER-SHELTON—MATZEN 


Fig. 1.—Hyperostosis frontalis interna. 


cal urines, and routine blood counts, were per- 
formed on all afflicted patients. Oxygen consump- 
tion was determined in all, the sugar tolerance 
(capillary blood sugar over a period of four hours 
by the micro method of Folin,?? following ingestion 
of 100 grams of glucose) in forty-three, and serum 
calcium,’* and inorganic serum phosphorus?‘ in 
twenty patients. In the vast majority the patients 
were observed over a period of several months. 
Special attention was given to metabolic or endo- 
crine disturbance alone, or in combination with 
other disorders. Problems in menstruation were 
subject to consultation with the clinic gynecolo- 
gist, Dr. Sheldon Payne, supplemented by uterine 
biopsy and occasionally with bio-assay studies. 
Neuropsychiatric history and neurologic aspects 
were diligently sought in all. The spinal fluid was 
examined when distinct or obscure neurologic dis- 
ease was manifest. 


CLINICAL CORRELATIONS AND COMMENTS 


Neurologic disease was present in ten of the 
sixty-six afflicted patients (Table 3). In five of 
these cases a history of head trauma in the past, 
severe enough to cause unconsciousness with neuro- 
logic sequelae, was elicited. Although more than 
half of our sixty-six cases had what may be called 
some generalized neurologic symptoms in the 


TABLE 2.—Incidence of Hyperostosis 


Skull 
Roentgenograms 


Total 492 


Fig. 2.—Hyperostosis frontalis interna. 


affect, sensorium, or periphery (emotional insta- 
bility, depression, autonomic instability, disturb- 
ance in memory, headache, fatigue, insomnia, par- 
esthesia), these could easily be attributed to the 
various other systemic diseases present. For ex- 
ample, in two of our most severe instances of head- 


TaB_E 3.—Neurological Manifestations in Sixty-six 
Cases of Hyperostosis Calvarii Interna 





No. 
Cases 


Signs and 
Syndromes Symptoms 
Signs 12 
Symptoms: 
Headache 14 
Disturbance in 


Epilepsy (postence- 
phalitic) 1 
Parkinson’s disease 1 
Multiple sclerosis 2 
Paresis 1 memory 5 
1 * Parasthesias 9 
Insomnia 5 
5 Fatigue 12 
Autonomic instabil- 
2 ity ; 
Emotional instabil- 
ity 1 


Peripheral neuritis 

Head trauma (con- 
cusion) 

Depression (manic- 
depressive) 


ache, one was caused by head injury, the other 
by repeated sinus infection and operations, and 
several others were due to uremia, etc. Neurologic 
signs elicited, however, were much less abundant 
and almost entirely confined to the already well- 
established syndromes. It was impossible, there- 
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Fig. 3.—Hyperostosis frontalis interna. 


fore, to assign a distinct neurologic symptom or 
sign to the hyperostosis. Undoubted cases of se- 
vere degree of calvarial hyperostosis with pressure 
effects, cortical atrophy and pronounced neuro- 
logic manifestations have been observed ; but they 


TABLE 4.—Metabolic and Endocrine Manifestations in 
Sixty-six Cases of Hyperostosis Calvarit 
Interna Constitutional 


| 
No. | 
Cases 


Pyknic 49 
Leptosomic 10 
Weight 
Markedly obese 
(+ 50% or over) 4 
Obese (+ 20 to 50%) 12 
Plump (+ 10to020%) 11 
Normal (+ 10%) 30 
Underweight (— 10% 
and under) 


| Athletic 
Dysplastic 
Height 
5 ft. 1—5 ft. 3 ins. 
5 ft. 4—5 ft. 6 ins. 
5 ft. 7—5 ft. 9 ins. 
6 ft. over 


have not been found in our series and are rare in 
relation to the type here described. 

Endocrine considerations appeared of interest in 
hyperostosis for two reasons: (1) The reputed as- 
sociation of hyperostosis with obesity and hirsutism 
as reported by Moore, and (2) the restriction 
of hyperostosis almost exclusively to the female. 
Obesity and hirsutism did not figure prominently 
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Fig. 4.—Nebula frontalis. 


in our series, and the constitutional make-up 
showed the usual variations (Table 4). Four dys- 
plastic individuals with the hyperostosis, in combi- 
nation with both obesity and hirsutism, were seen ; 
they did not, however, reveal neurologic manifes- 
tations described by Moore and Carr.’® It may 
be added that these individuals were large-boned, 
tall, coarse-featured, and appeared older than their 
years. Although defying a strict endocrine classifi- 
cation, one is almost tempted to consider a pituitary 
factor. However, during the past year, inspection 
of roentgenograms of four cases of acromegaly 
did not present hyperostosis frontalis interna. This 
is in agreement with Moore’s observation of seven- 
teen acromegalies.* Although Mortimer believed 
that osteosclerosis may be a manifestation of hypo- 
pituitarism,’® only one instance of Simmond’s dis- 
ease, in a woman (and perhaps even she will prove 
to be a case of anorexia nervosa) was seen in our 
group. Histologic study of the pituitaries in twenty 
by Canavan * failed to demonstrate any abnormal- 
ity. Our figures for carbohydrate utilization in 
forty-three were, on the whole, within normal 
limits (Table 5). 

Because both the serum calcium and phosphorus 
values showed no abnormalities (Table 5), de- 
termination of serum proteins was not deemed 
necessary for the clinical interpretation of our 


and Endocrine Manifestations in Sixty-six Cases of Hyperostosis Calvarii Interna 


Thyroid disease 


Hypothyroid 


Nontoxic goiter 


Pituitary cachexia (7?) 





Serum calcium (20 cases) 


6 
2 Serum phosphorus (20 cases) 3.7 milligrams + 0.9 milligram 
2 


Sugar tolerance (43 cases) 


9.9 milligrams + 1.0 milligram 





Fasting 


Mean Deviation 





milligrams milligrams 





Diabetes mellitus 
Ovarian deficiency 


History of pregnancy 


Menopausal symptoms 





Premature aging 





Half hour 
One hour 
Two hours 
Three hours 


Four hours 


milligrams milligrams 


milligrams milligrams 
milligrams milligrams 


5 milligrams milligrams 





milligrams 





milligrams 
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Fig. 5.—Nebula frontalis. 


values. Parathyroid disease was well excluded on 
clinical as well as laboratory grounds. 

No adequate proof is at hand that either preg- 
nancy or menopause contribute to the lesion in 
question. In our series their incidence was 30 per 
cent and 10 per cent, respectively. Apart from 
menopause, eighteen cases (27.3 per cent) revealed 
structural or functional evidence of hypogonadism. 
The figure is comparable to its frequency in the 
general run of all female patients seen at the clinic. 

Thyroid disease was infrequently represented 
by two cases each of hypothyroidism, nontoxic 
nodular goiter, and hyperthyroidism. Other in- 
stances of thyroid disease (including two of myx- 
edema) were found without evidences of the cal- 
varial change under discussion. Minor variations 
in oxygen consumption more frequently reflected 
abnormalities in nutritional states and systemic 
disease than thyroid disturbance. 


TABLE 6.—Miscellaneous Clinical Entities in Sixty- 
six Cases of Hyperostosis Calvarii Interna 





Cardiovascular-renal dis- 

ease 10 | Anxiety states 
Pulmonary tuberculosis Acute sinusitis 
Bronchiectasis 


Upper respiratory infec- 


Vascular hypotension 


2 
1 
Migraine 2 
tion Fibroid of uterus ; 


Amebic dysentery 


Ectopic pregnancy 
Carminoma of uterus 


A number of miscellaneous diagnoses were scat- 
tered over a wide field (Table 6), with cardio- 
vascular-renal disease (15 per cent) figuring more 
prominently. Failure to find increased incidence 
with increased age minimized the role of arterio- 
sclerosis. As many cases of hyperostosis were seen 
in the decade of twenty to thirty years of age as in 
the forty- to fifty-year group (Table 2). Figures 
of Canavan present a similar age spread. An 
aging of the facial appearance in excess of the 
years was manifest in 27 per cent of all cases. 


COMMENT 


Although our incidence of calvarial hyperostosis 
appears, at first glance, high (26.2 per cent in 


INTERNA—TAGER-SHELTON—MATZEN 


Fig. 6.—Hyperostosis calvarii diffusa. 


females over fifteen years of age), it is because 
values in the literature have been mostly computed 
for the general population at large, without regard 
to the sex incidence of the group evaluated. Since 
hyperostosis calvarii is confined almost exclusively 
to the female, figures of incidence are greatly influ- 
enced by the relative proportion of females present 
in the group as a whole, and mean little unless 
computed for the female population only. When 
viewed in this aspect, our figure of 26.2 per cent for 
a female population compares favorably with the 
figures of 23 per cent and 40 per cent by Moore and 
Henschen, respectively, for female populations. 

The clinftal syndrome of obesity, hirsutism, 
coupled with neurologic phenomena in association 
with hyperostosis calvarii interna observed by 
others,**7?® could not be verified. Differences in 
source of material may explain this discrepancy. 
Roentgenograms of the skull taken when indicated, 
that is, for complaints referable to the head or 
cerebral nervous system, will provide, of course, a 
clinical correlation with these symptoms, as con- 
trasted with a series of roentgenograms taken 
routinely on consecutive patients, as obtained in 
the group here reported. Most of the autopsy re- 
ports of skulls are derived from cases presenting 
clinical features referable to the cranium and its 
contents, and from institutions for patients with 
mental disease. Here again, correlations may be 
abnormally distorted into the direction of neuro- 
logic disease. 

No adequate theory of etiology is at hand. The 
immunity from cranial hyperostosis of almost all 
males, and females under twenty years of age, 
suggests possible pathogenic significance in active 
ovarian functions, That this need not be neces- 
sarily so is borne out by other sex-restricted clini- 
cal entities, as may be illustrated, for example, by 
alopecia cerebralis simplex of the male, where a 
distinct endocrine cause is still unknown. Our own 
cases, few as they are, and scattered over many 
clinical entities, bring forth no positive suggestion. 
To obtain any valid assumptions, the relative inci- 
dences of hyperostosis in female populations in 
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large series of given clinical states will have to be 
evaluated. 
SUMMARY AND CONCLUSIONS 


Roentgenographic examination of skulls in 492 
consecutive patients revealed the presence of hyper- 
ostosis calvarii interna in sixty-six cases, or an 
incidence of 13.4 per cent. Found preponderantly 
in the female, it appears to be an incidental obser- 
vation in a variety of unrelated clinical states. An- 
alysis of body build, symptoms, and metabolic data, 
failed to disclose any consistent abnormalities. The 
etiology and the possible clinical significance of this 
condition remain obscure. 

921 Westwood Boulevard. 
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MANAGEMENT OF SENILE PATIENTS FOR 
ANESTHESIA AND OPERATION * 


By W. Lawrence, M. D. 
San Francisco 


GENILE surgical patients present a special prob- 

lem in the choice of anesthetic, operation and 
management, if the mortality rate in such cases is 
to be kept at a minimum. We reviewed two groups 
of senile surgical cases with the purpose in mind of 
determining, if possible, whether or not there were 


* Read before the Section on Anesthesiology of the Cali- 
fornia Medical eet to at the sixty-eighth annual 
ay 


session, Del Monte 1939. 
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Fig. 1.—Relationship of mortality percentage to age and 
operating time in surgical prostate cases. 


any factors recognizable preoperatively which 
would serve to place each case in a definite category 
as to surgical risk. We also made an effort to de- 
termine what might be considered a safe maximum 
in medication, anesthetic and operative procedure 
which, barring unpredictable events such as embo- 
lism, hemorrhage and infection, would leave a wide 
margin of safety for the senile patient. To these 
ends we examined the records of a group of patients 
treated for fractures of the neck of the femur and 
another group of surgical prostate cases. The pre- 
operative physical findings were correlated with the 
postoperative results, and the significant features 
summarized. 


There were seventy-two cases of fracture of the 
neck of the femur during a ten-year period ending 
in 1935, with seven deaths—a mortality of nearly 
10 per cent. These patients were treated with vari- 
ous types of immobilization, mainly plaster spicas. 
Some had manipulation under anesthesia, and some 
were treated without anesthesia or manipulation. 
In 1935 the flanged nail was first used at St. Luke’s 
Hospital for fractures of the neck of the femur. 
In a series of eighty-seven cases treated by fixa- 
tion—either with the flanged nail or with other 
skeletal fixation—there were four deaths—less than 
a mortality of 5 per cent. The major difference in 
the management of these two groups for this injury 
was one of fewer hospitalization days and a more 
rapid return to normal environment, habits and 
physical activity for the latter group. It is unlikely 
that the halving of the mortality rate would have 
been possible without proper attention to surgical 
and anesthetic management also. 


Studying the summarization of our series of sur- 
gical prostate cases we found that the deaths and 
morbidity days increased with certain definite fac- 
tors. The outstanding of these factors were (1) 
the age, (2) the anesthetic and operating time, and 
(3) failure of three vital systems—the circulatory, 
the respiratory and the excretory. When viewed 
graphically (Fig. 1), a dividing line became strik- 
ingly evident in respect to mortality. For those 
whose age was under 65, and for whom the oper- 
ating and anesthetic time was under one hour, the 
mortality rate was 4 per cent. For those whose age 
was over 65 and the operating time was over one 
hour, the mortality rate was 24 per cent. Also, in 
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each of the cases which terminated fatally, a very 
prominent feature was evidence of failure of one 
or more of the three vital systems. 


From our previous observations in these cases 
we have adopted a routine, whenever possible, 
which we believe neutralizes in a measure the dan- 
gers which beset the senile patient undergoing sur- 
gery. The major handicaps of the aged which must 
be compensated for by special management are: 
(1) residual damage from disease to the circula- 
tory, respiratory and excretory systems; (2) a loss 
of resiliency due to old age, which results in failure 
to recover from shock, and failure to respond to 
therapy as rapidly as do younger patients ; (3) long- 
established physical and mental habits which stub- 
bornly resist change, but which are upset by hospi- 
talization, anesthesia and operation, and (4) the 
discouraging fact that a certain percentage of these 
senile patients have reached the end of their allotted 
span, and would die in any event without anesthesia 
and operation during their hospitalization period. 


PREOPERATIVE CARE 


No routine hospitalization period is carried out 
unless definite favorable results can be predicted, 
such as recovery from shock or hemorrhage, digi- 
talization, control of diabetes, improvement of kid- 
ney function, completion of minor procedures such 
as vasectomy under local anesthesia and for neces- 
sary laboratory and x-ray procedures. Bed rest 
beyond this point has proven detrimental, because 
hospital routine disturbs lifelong habits, and some 
of our senile patients have become irritable and 


not infrequently irrational from prolonged hospital- 
ization. Changes in diet and room temperature, 
withdrawal of coffee, alcohol and tobacco, un- 
familiar noises and an endless number of minor 
changes all have their adverse effects upon these 
patients. Therefore preoperative hospital days and 
environmental changes are kept at a minimum. 


PREOPERATIVE MEDICATION 


Rather frequent unfavorable experiences with 
the barbituric-acid derivatives have led us to be 
cautious in their use for senile patients. Such 
untoward events as having patients become com- 
pletely irrational, remove catheters, fall out of bed 
and sustain fractures, lapse into a stupor from 
which they did not recover for days after the drug 
should have been eliminated, have convinced us that 
it is better to use them in extremely small doses, or 
to omit them entirely except for special types of 
cases. For local or spinal anesthesia cases in which 
the psychic effect of manipulations or prolonged 
restraint in one position is considered harmful, a 
moderately large dose of barbiturate is used. The 
driving of the flanged nail entirely under local anes- 
thesia, the sawing of long bones and other distress- 
ing procedures are considered sufficient justification 
for using larger doses of barbiturates. Sodium 
hexyl ethyl barbiturate (sodium ortal) has, in our 
experience, produced a minimum of undesirable 
effects in three-to-six grain doses for senile patients. 
If a more powerful sedation is required, pento- 
barbital (nembutal) is used in three-grain doses. 
Other barbiturates have produced undesirable 
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effects. Dilaudid or morphin with or without scopo- 
lamin are used to neutralize the exciting effect of 
the barbiturates. 


CHOICE OF ANESTHETIC 


Although the anesthetic is always adjusted to the 
particular type of case in hand, we make it a rule 
to select, whenever possible, the agent having the 
lowest toxicity. Listed in the order of toxicity, 
we classify the different anesthetic agents in the 
following order, the least toxic at the top: 

1. Local infiltration. 

2. Local infiltration with light gas analgesia. 

3. Low spinal anesthesia, using small dosage. 


4. Gas inhalation anesthesia, especially cyclo- 
propane. 


5. Spinal anesthesia, using average dosage. 


6. Gas inhalation anesthesia reinforced with 
ether or chloroform. 


7. Ether inhalation anesthesia. 


We would be inclined to reverse the order of 4 
and 5 were it not for the fall in blood pressure 
which one usually encounters with spinal anes- 
thesia. We have had some distressing experiences 
and near-fatalities from pressure fall with spinal 
anesthesia for patients having a history or symp- 
toms of coronary disease. Evidently the fall in 
pressure from the spinal anesthetic drugs produced 
an insufficiency of circulation through the narrowed 
coronary artery which resulted in an ischemia of 
the myocardium. The weakness of the myocardium 
thus produced caused a persistence of the low pres- 
sure after the effects of the intrathecal drugs had 
worn off. The slow response to drugs in moderate 
doses in senile patients and the danger of causing 
rupture of the myocardium by large doses of 
pressor drugs, made correction of the episode a 
difficult problem. On this account gas anesthesia 
has been more satisfactory than average doses of 
spinal anesthetics for patients known to have coro- 
nary artery disease. 


Anesthesia for prostatectomies and prostatic re- 
sections, with the exception mentioned, is spinal 
with absolutely minimum doses. Fifty milligrams 
of procain is the smallest dose used, giving about 
thirty minutes of anesthesia ; 50 milligrams of pro- 
cain plus 10 milligrams of pontocain is the maxi- 
mum dose used, giving about ninety minutes of 
anesthesia. When gas anesthesia is used for the 
cases with coronary-disease symptoms, we prefer 
cyclopropane. Nitrous oxide is used for the re- 
sections because of the danger of explosion if 
cyclopropane is employed in the presence of the 
high-frequency resectoscope. 


Anesthesia for fractures of the neck of the femur 
has been studiously kept at a minimum, and we 
believe has contributed in a great measure to the 
low mortality rate in our series. A sedative calcu- 
lated to make the patient quite drowsy is given 
preoperatively. Cyclopropane is given for the cus- 
tomary manipulation of the fracture and the fixa- 
tion of the legs—a procedure requiring usually five 
minutes. The remainder of the operation is con- 
ducted under local anesthesia, with occasionally 
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very light gas analgesia for obstreperous patients, 
at intervals as required. Cyclopropane anesthesia 
is again used for the actual driving and setting of 
the flanged nail—a procedure requiring about an- 
other five minutes. Thus these elderly patients 
receive a total inhalation anesthesia of seven to 
fourteen minutes for a surgical procedure requiring 
frequently two hours because of unavoidable delays 
for x-rays, adjusting faulty apparatus, resteriliza- 
tion of accidentally contaminated instruments, and 
other time-consuming procedures. 


An observation well worth repeating whenever 
inhalation anesthesia is mentioned is that a partially 
obstructed or insufficient airway must never be 
tolerated. Stridor, obstruction by the tongue, lips, 
mucus, or by an ill-fitting or a poorly adjusted air- 
way must be corrected immediately. The fatigue, 
anoxemia and carbon dioxid excess resulting from 
respiratory obstruction might well use up the small 
reserve which the senile patient has. 


OPERATION 


The anesthetist is often consulted as to how much 
surgery the senile patient can safely tolerate. As 
pointed out in the graphic summary of our series of 
surgical prostate cases, an absolute minimum of 
operating time is certainly always advisable. We 


have arbitrarily grouped our cases in the following 
manner as to risk: 


Group A. Patients showing evidence of failure 
in all three of the vital systems as follows: 


1. Failure of the circulatory system (cyanosis, 
dyspnea on slight exertion and congestive rales in 
the lung bases). 

2. Failure of the respiratory system (reduced 
vital capacity, cough, rales). 

3. Failure of the renal excretory system (kidney 
function below 45 per cent or other evidence of 
renal failure). 

Group B. Patients showing only two of the 
above deficiencies. 

Group C. Patients showing only one of the above 
deficiencies. 

Group D. Patients showing none of the above 
deficiencies. 

Having thus classified the patients as to the con- 
dition of their essential systems, we have been able 
to give the surgeon a fair indication as to the safe 
time limit for operation as follows: 


Group A. No surgery, except life-saving meas- 
ures, with a maximum operating time of 20 minutes. 

Group B. Maximum operating time 40 minutes. 

Group C. Maximum operating time 60 minutes. 

Group D. Maximum operating time 80 minutes. 

Certainly any reduction in operating time en- 
hances the patient’s prospects for recovery; and, 
conversely, when the time limits are exceeded, one 
must expect morbidity and mortality to increase in 
direct proportion. 

Having established time limits for surgery, one 
is compelled to plan all procedures with extreme 
care. Absolutely nothing must be left to chance. 
All anesthesia apparatus, surgical equipment, elec- 
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trical equipment (especially high-frequency electri- 
cal apparatus, which has, as an outstanding feature, 
the ability to get out of order at the most critical 
moments ) is checked before the anesthetic is begun. 
Half-hour delays during operation have been ex- 
tremely costly in some of our cases. 

Comfort on the operating table, preservation of 
body heat, and a minimum of strained position, 
trauma and blood loss, are essentials often neg- 
lected. The energy expended by a senile patient in 
lifting with each breath the weight of a tired assist- 
ant’s elbow resting on his chest for thirty minutes 
or an hour might well turn victory into defeat by 
depleting his small but much-needed reserve. 

Donors are always matched and ready for use, 
if any degree of hemorrhage is anticipated. The 
effects of infusions, intravenous glucose, acacia, 
etc., in case of hemorrhage are too transient to be 
relied upon. When oxygen-carrying power of the 
blood has been lowered by the operation and bleed- 
ing, as is usually the case, there is no substitute for 
blood. 

POSTOPERATIVE CARE 


The immediate postoperative efforts should be 
aimed at preservation of body heat and a clear air- 
way. Very frequently a postanesthetic visit to the 
patient’s room reveals him breathing with great 
difficulty against obstruction to his air passages 
sufficient to cause cyanosis. Such fatiguing efforts 
on the part of a senile patient frequently go on 
uncorrected by the nurse, but are draining the pa- 
tient’s reserve while he is suffering from oxygen 
want and carbon-dioxid excess. 

Sedation and stimulation are kept at a minimum. 
No sedatives are given unless the patient is first 
examined by the house staff, because routine seda- 
tive orders have resulted in dangerous depression 
when the administration was left to the judgment 
of the nurse. Barbiturates postoperatively are 
strictly avoided. Stimulation to raise blood pres- 
ure is allowable, especially if the patient complains 
of substernal distress and dyspnea, because coro- 
nary episodes have been, in our series, one of the 
major postoperative complications. 

Following the immediate postoperative care, our 
aim has been to reéstablish the patient’s routine 
habits at the earliest possible time. Alcohol, to- 
bacco, diet and other daily habits may be resumed 
with benefit very rapidly. 

In conclusion, if the anesthetic and surgical man- 
agement of a senile patient cannot be fitted into a 
safe limit, we would greatly prefer a palliative but 
insufficient procedure to a possibly fatal one. 


SUMMARY 


1. Two groups of senile surgical cases are pre- 
sented with mortality statistics and factors influ- 
encing the deaths. 


2. Preoperative and postoperative management 
of senile patients is discussed. 

3. Classification as to surgical risk, choice of 
anesthetic and limits of operating time, have been 
suggested. 


54 Brentwood Avenue. 
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RAT MITE DERMATITIS* 


By Ernest K. Stratton, M. D. 
San Francisco 


ESCRIPTIONS, photographs, and character- 
istics of the mite can be found in Ewing’s* and 
Herms’ * textbooks. 


Bishopp,’ in 1923, reported on the rate mite at- 
tacking man, and Shelmire and Dove,* in 1931, 
described in detail some two hundred cases of rat 
mite dermatitis occurring in Dallas and its vicinity. 


REPORT OF CASE 


H. S., female, age 53, consulted me on July 13, 1939, 
complaining of an itchy eruption which had been present 
on and off for six months. She stated that both her mother 
and maid were troubled with the same type of eruption, 
which consisted of a few grouped urticarial lesions, with 
little inflammatory reaction and without the definite puncta 
characteristic of flea or bedbug bites. I made a diagnosis 
of “bites,” and advised a thorough search of her apartment. 
The patient called a rodent exterminator concern, and they 
found what they called a rat louse (Polyplax spinulosis). 
A few days later, following my request for a specimen, the 
patient found one on her body. It was about the size of a 
pinpoint, and resembled a grain of cayenne pepper. 


The specimen was turned over to Charles M. Wheeler, 
Ph.D., Medical Entomologist at the George Williams 
Hooper Foundation for Medical Research, who identified 
it as the tropical rat mite, Liponyssus bacoti (Hirst) .5 

The skin eruption itself is not severe as a rule, 
but a differential diagnosis must be made from 
scabies, pediculosis corporis, chigger bites, bed- 
bugs, fleas, grain mites, etc. 

It seems that this mite attacks humans only 
when rats are destroyed, and then they are forced 
to find other hosts for their meals. (A campaign 
for destruction of rats had been going on in this 
patient’s apartment in San Francisco.) The mite 
does not migrate into the skin, as does the acarus 
scabies, its behavior being similar to that of the 
mosquito or other blood-sucking insects. When 
it is full of blood it drops off. If it finds no 
animal or human, it dies in about ten days. 

Fumigation with cyanide gas, carefully con- 
trolled, is the recommended procedure for houses, 
stores, factories, etc. 


COMMENT 


The important question is: Is this mite a vector 
of disease? From animal to animal, yes. From 
animal to human, questionable. Dove and Shel- 
mire,® in 1932, succeeded in transmitting the Texas 


* Report of a case due to the tropical rat mite, Liponyssus 
bacoti (Hirst). 

1 Ewing, H. E.: A Manual of External Parasites. C. C. 
Thomas, Publisher, Baltimore, 1929. 

2 Herms, William B.: Medical Entomology. The Macmil- 
lan Company, Publisher, New York, 1939. 

8 Bishopp, F. C.: The Rat Mite Attacking Man. U. S. 
Dept. of Agric. Department Circular, 294, 4 pp. 1923. 

4 Shelmire, B., and Dove, W. E.: The Tropical Rat Mite 
Liponyssus bacoti (Hirst), Jour. A. M. A., Vol. 96, No. 8, 
pp. 579-584, 1931. 


5 Hirst, S.: On Three New Species of Gamasid Mites 
a on Rats, Bull. Ento. Res., Vol. 6, Part I, pp. 119-124, 


6 Dove, W. E., and Shelmire, B.: Some Observations on 
Tropical Rat Mites and Endemic Typhus, Jour. Para- 
sitology, Vol. 18, No. 3, pp. 159-168, three plates, 1932. 
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CLINICAL NOTES AND CASE 
REPORTS 


strain of endemic typhus experimentally from 
guinea pig to guinea pig, through bites of the 
tropical rat mite. This work was undertaken be- 
cause, during 1931, when they observed so many 
cases of rat mite dermatitis in and around Dallas, 
eleven proved cases (positive Weil-Felix test), and 
approximately 125 suspected cases of endemic 
typhus (Brill’s disease), were also discovered, a 
coincidence which they thought might have had 
some relationship. 
490 Post Street. 


HUMAN RABIES* 


UNSUCCESSFUL TREATMENT WITH POOLED 
HUMAN IMMUNE SERUM 


REPORT OF CASE 


By Hyman I. Vener, M.D. 
Los Angeles 


N human rabies, active treatment has been un- 

successful. Various types of sera ; shock therapy ; 
chemotherapy, such as arsenicals and drugs; and, 
more recently, sulfanilamide, have all been tried 
and found of no avail. 


Experimentally, Hoyt and Gurley’ demonstrated 
that when mice were injected intraperitoneally with 
rabbit antirabic serum they showed marked pro- 
tective powers against intracerebral inoculation of 
the rabies street virus, even though serum was 
administered as late as four days after the virus. 


The Quarterly Cumulative Index Medicus, 1916 
to date, reveals a marked absence of reports on 
treatment of clinical cases with human immune 
serum, Berghausen? reported the unsuccessful at- 
tempt, in a patient, by the use of 18 cubic centi- 
meters of serum obtained from a donor immunized 
six weeks previously. 


This report describes the treatment of a clinical 
case using human pooled immune serum. The 
serum was obtained from three persons, previously 
immunized, with a full course of Semple vaccine. 
Approximately five weeks following the last ad- 
ministration of vaccine, blood was withdrawn from 
the donors, the serum separated, passed through 
a Seitz filter and stored. Approximately 200 cubic 
centimeters of serum were thus obtained.* 


REPORT OF CASE 


History.—P. N. G., white child, female, age 5, admitted 
to the Communicable Disease Division, February 26, 1939. 
The onset of her current illness began on February 22, 
with fever and pain in the right ear. The following day 
she was restless, irritable, and drowsy. The patient was 


* From the Communicable Disease Division, Los Angeles 
County Hospital; the Bureau of Epidemiology, Los Angeles 
City Health Department; and the School of Medicine, 
University of Southern California. 

1 Hoyt, Anson, and Gurley, M. Katherine: Experimental 
Street Virus Rabies in White Mice. Studies on Passive 
Immunization, II. Proc. Soc. Exper. Biol. and Med., 38: 
40-42, 1938. 

2 Berghausen, Oscar: A Case of Hydrophobia. Attempted 
Specific Medication. Medical Record, 92:768 (Nov. 3), 1917. 


7 Through the codperation of Dr. Mona Bettin of the Los 
Angeles City Health Department, and Dr. Clarence M. 
ya bee re director Serum Depot, Children’s Hospital, Los 

ngeles. 









marked fear of water, mouth guarded by tongue. 


examined by several physicians, but, in the absence of any 
history of dog bite, referred the case to the Hospital, with 
a diagnosis of possiible meningitis or pneumonia. 

At the Hospital, examination was made by Dr. Lawrence 
S. Siegel, resident physician, and Dr. Asher H. Lebensohn, 
both members of the hcuse staff. Immediately following 
their examination, a tentative diagnosis was made of 
human rabies, and subsequently confirmed by myself and 
by positive laboratory reports. 


Questioning the parents, and further investigation, re- 
vealed that the family had harbored a female dog with a 
litter of four puppies. Two of the latter became ill, un- 
doubtedly with rabies, and died. On February 5, 1939, one 
of the infected pups bit the father and the patient. No 
attention was given to this incident, and it was not reported 
to the authorities. 

Examination—Temperature, 104.6 degrees Fahrenheit ; 
pulse, 180 to 200; respirations, 40 to 52 per minute. The 
patient’s lips were lividly cyanotic and the skin showed a 
blotchy cyanosis. 

Water was offered but refused, due to inability to 
swallow, and its appearance caused violent spasms and 
acute maniacal symptoms.* The eyes were fixed, the pa- 
tient displayed bizarre facial expressions, gnashed her teeth, 
protruded her lips and jaw, and had clonic convulsions of 
the extremities, opisthotonos, and a peculiar shrill cry. 
These periods of excitement were followed by intervals 
of stupor. The lateral aspect of the right foot, near the 
external malleolus, revealed several small, fairly well- 
healed puncture wounds, resulting from the dog bite. 


Laboratory Data.—Spinal fluid was clear, with a cell 
count of six. The globulin was negative, the chlorids 730 
milligrams per hundred cubic centimeters of spiral fluid, 
and the Wassermann negative. The blood chemistry report 
was: nonprotein nitrogen 51 milligrams, and the creatinin 
1.6 milligrams per hundred cubic centimeters of blood. 
Blood count revealed a hemoglobin of 90 per cent, the 
red blood count of 4,000,000, the leukocyte count of 20,000 
with 94 per cent polymorphonuclear cells. X-ray of chest 
revealed no frank pneumonic consolidation, but an early 
bronchopneumonia. 


Therapy.—General symptomatic care was rendered dur- 
ing the patient’s nine-hour stay in the hospital. Spasms 
were controlled by intravenous use of sodium luminal, and 
the pulmonary edema with repeated intravenous doses of 
50 per cent glucose. Approximately three hours before 
death the patient received 180 cubic centimeters of pooled 
human immune serum intravenously, and 20 cubic centi- 
meters intracisternally. Shortly after the last procedure 
the patient died. It must be emphasized that the patient 
was semimoribund when the serum was administered. 


COMMENTS 


1. An unsuccessful attempt to treat a semimori- 
bund case of human rabies with pooled human 
immune serum is described. 


* Photographs by Mr. Robert Plunkett, Los Angeles City 
Health Department. 





CALIFORNIA AND WESTERN MEDICINE 


Fig. 1.—The facial expression when water is offered, 
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Fig. 2.—The fixed stare, the protrusion of tongue. Dried 


blood about the mouth due to biting of lips, tongue and 
cheeks. 


2. Due to the invariably fatal course of this dis- 
ease, the procedure warranted a clinical trial. 

3. It is hoped to duplicate the procedure in the 
next case of human rabies that may be admitted to 
the hospital. 

4. Health departments in the larger cities should 
attempt a program as described, to determine if 
the use of human immune serum has any merit in 
the active treatment of human rabies. 


5. While no definite conclusions can be drawn 
from this one case, it may prove of value in sug- 


gesting subsequent efforts along the lines indicated. 
116 Temple Street. 


HERNIA INTO THE UMBILICAL CORD 
WITH SPONTANEOUS RUPTURE AT BIRTH 


By Maurice Korsuet, M.D. 
San Francisco 


ON March 2, 1938, at 8:20 p. m., a male infant, 
weighing nine pounds and fourteen ounces, was 
delivered spontaneously at the Children’s Hospital 
after four and a half hours of first-stage, and 
twenty-five minutes of second-stage labor. 

Prenatal course of the mother included a severe 
respiratory infection during the first trimester, 
marked pitting edema of the ankles and feet during 
the last month of pregnancy, without any rise in 
blood pressure and without the appearance of 
albumin in the urine. There were no objective 
symptoms of toxicity. Previous pregnancy in the 
mother, January 10, 1936, with uncomplicated pre- 
natal course and uncomplicated delivery of a normal 
baby girl, weighing seven pounds and ten ounces. 

At birth the infant had what appeared to be a 
uniformly huge hydrocele of the cord. The cord 
was fifteen inches long and three inches in diame- 
ter. There was a rent in the cord about the size 
of a silver dollar close to the abdominal wall, 
through which protruded a cluster of small. in- 
testines. The cord was partially filled with col- 
loidal material. Most likely, the thin, distended 
cord wall ruptured while passing through the birth 
canal. 

As some time would have been lost in preparing 
the surgery for a laparotomy, I decided to do an 
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emergency closure in the delivery room. A little 
difficulty was encountered due to the crying of the 
infant. As fast as one or two loops of intestine 
were inserted into the abdominal cavity, another 
loop or two would slip out. The bowels were finally 
replaced with sponge forceps and the abdominal 
hiatus closed with No. 2 chromic sutures. A small 
portion of the cord, with its gelatinous substance, 
remained. During the following twenty hours, the 
infant was unable to retain anything by mouth, and 
no meconium was passed rectally. 

The infant was taken to surgery the following 
evening at eight o’clock, almost exactly twenty- 
four hours after birth. Under ether anesthesia, a 
semi-oval incision was made below the umbilicus 
and a finger gently inserted for exploration. A 
small loop of intestine was found adherent to the 
closed abdominal gap, and this was released. The 
umbilicus was then completely excised with a circu- 
lar incision wide enough to exclude any vestigial 
tissue. The intestines were explored and several 
loops were found to be ingested and hemorrhagic, 
but no other evidence of obstruction was found. 
The wound was closed with through and through 
silk sutures. 


Postoperative treatment consisted of clyses with 
normal salt solution, graduated feeding with breast 
milk, evaporated milk, dextromaltose and lactic acid 
formula and pitressin hypodermically. First day 
postoperative, the infant began to pass meconium. 
The temperature went to 100-101 degrees the 
first postcibum days; thereafter the infant was 
afebrile. He lost one and one-half pounds between 
the time of birth to the second day postoperative. 
By the time of dismissal there was a gain of six 
ounces. He ate only small portions, but retained 
all feedings. Stitches were removed on the eighth 
day, and the wound was well healed on dismissal, 
ten days after birth. 

There were other abnormalities in the infant, 
such as a hammer toe on the left foot, undescended 
testicles, and an unusually large tongue, cleft in 
the center, that protruded constantly. The large 
protruding tongue raised the suspicion of a possi- 
ble cretinoid or mongoloid status. X-ray, antero- 
posterior and lateral, of the chest revealed no evi- 
dence of a persistent thymus. The heart and lungs 
appeared normal. 

COMMENT 


In view of the above suspicions, this report was 
‘delayed until the infant was further developed. At 
the last check-up, February 2, 1939, he weighed 
twenty-four pounds and six ounces, measured 
thirty-one and one-half inches, was bright, alert, 
laughed, and played like a normal child. The tongue 
was much smaller and no longer protruded so con- 
spicuously. The testicles are still undescended. 

Microscopic sections of the umbilical cord by 
Dr. Pearl Smith, pathologist of the Children’s Hos- 
pital, demonstrated a simple edema of the cord, 
with no sign of a persistent omphalomesenteric 
(vitelline) duct, which is sometimes associated with 
this condition. 
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Many cases of ruptures or tears of the umbilical 
cord have been cited, but these were caused by 
instruments or a very short or neck-entwined cord. 
There may be some cases of spontaneous rupture 
without mechanical cause which have not been re- 
ported, but most pathologists agree that this con- 
dition is quite rare. The fact that, in this case, 
two operations were performed within twenty-four 
hours of birth, and resulted in an uneventful 
recovery, makes it all the more interesting and 
unusual. 

516 Sutter Street. 


Increase in Coronary Occlusion Deaths——The increase 
in the number of deaths attributed to coronary occlusion 
probably is mainly due to improvement in diagnosis rather 
than any increased incidence, The Journal of the American 
Medical Association declares in an editorial. 


“O. F. Hedley has recently analyzed 5,116 deaths in the 
five-year period ended December 31, 1937, reported by the 
medical profession of Philadelphia as due to acute coronary 
occlusion,” the editorial states. “During this period the 
total mortality attributed to this cause increased more than 
125 per cent in Philadelphia. 

“In spite of the great increase in the number of deaths 
from coronary occlusion, however, the age distribution by 
decades and the mean age at death remains practically the 
same for all the years in the period under study. Hence it 
is concluded that the increase in deaths from acute coro- 
nary occlusion cannot be attributed to a tendency to report 
deaths among the very old as due to this cause. The ratio 
of males to females was approximately two to one. The 
mean age at death among all cases was 61.2 years. Further, 
the mean age at death and age distribution by age decades 
indicated that deaths among white females occurred at con- 
siderably older ages than among white males. 


“Although acute coronary occlusion occurs less fre- 
quently among negroes than among white persons, deaths 
from this cause among negroes occur several years earlier. 
The mortality from this cause appears to be somewhat 
higher among the Jews than among white Gentiles. How- 
ever, Hedley points out that this may be due to the large 
number of Russian Jews and may not prevail among native- 
born Jews. 


“There was no definite seasonal variation of deaths from 
acute coronary occlusion as judged by the monthly distri- 
bution of deaths, although there were considerably fewer 
deaths during the warm months. The mortality rate among 
white persons increased from 36 per hundred thousand of 
population in 1933 to 84 in 1937. Among negroes the in- 
crease was only from 25 to 27. 

“The increase in reported mortality from acute coronary 
occlusion during this period cannot be attributed, Hedley 
says, to any great extent to the aging of the population in 
general or to the aging of the foreign-born population in 
particular. Improvement in diagnosis was probably the 
main reason for the increase. In fact, the diagnosis of 
coronary occlusion cannot even yet be regarded as stabil- 
ized. Some further difficulties can be anticipated, therefore, 
in determining whether subsequent possible increases in the 
incidence of mortality from acute coronary occlusion are 
real or apparent.” 


There can be no enduring peace among men or nations 
except as the rules and practice of society allow and en- 
courage all men and all nations free and equal opportunity 
to seek fulfillment for their lives by civilized means.— 
Arthur E. Morgan, Former President of Antioch College. 
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THE PLATFORM OF THE AMERI- 
CAN MEDICAL ASSOCIATION * 


1. The establishment of an agency of Federal Govern- 
ment under which shall be codérdinated and adminis- 
tered all medical and health functions of the Federal 
Government exclusive of those of the Army and Navy. 

Today the medical and health functions of the United 
States are divided among a multiplicity of departments, 
bureaus, and federal agencies. Thus, the United States 
Public Health Service is in the Federal Security Depart- 
ment; the Maternal and Child Welfare Bureaus in the De- 
partment of Labor; the Food and Drugs administration 
in the Department of Agriculture; the Veterans’ Adminis- 
tration and many other medical functions are separate 
bureaus of the government. The WPA, CCC, and PWA 
are concerned with a similarity of efforts in the field of 
preventive medicine. The Federal Works Administration 
and the Federal Housing Administration also have some 
medical functions. 

Since 1875 the American Medical Association has urged 
the establishment of a single agency in the Federal Govern- 
ment under which all such functions could be correlated 
in the interest of efficiency, the avoidance of duplication, 
and a saving of vast sums of money. Such a federal health 
agency, with a secretary in the cabinet, or a commission 
of five or seven members, including competent physicians, 
would be able to administer the medical and health affairs 
of the Government with far more efficiency than is now 
done. 


2. The allotment of such funds as the Congress may 
make available to any state in actual need for the pre- 
vention of disease, the promotion of health and the care 
of the sick on proof of such need. 


+ For complete roster of officers, see advertising pages 
2, 4, and 6. 

* This platform, promulgated by the American Medical 
Association Board of Trustees, was announced at the An- 
nual Conference of Secretaries and Editors of Constituent 
State Medical Associations, held at the offices of the Ameri- 
can Medical Association, 535 North Dearborn Street, Chi- 
cago, on November 17 and 18, 1939. 

See also, on page 358, comment on “The Achilles Heel of 
American Medicine.” 
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The physicians of the United States have given freely 
of their time and of their funds for the care of the sick. 
Their contributions to free medical service amount to at 
least $1,000,000 a day. The physicians of this country have 
urged that every person needing medical care be provided 
with such care. They have urged also the allotment of 
funds for campaigns against maternal mortality, against 
venereal disease, and for the investigation and control of 
cancer. The medical profession does not oppose appropri- 
ations by Congress of funds for medical purposes. It feels, 
however, that in many instances states have sought aid and 
appropriations for such functions, without any actual need 
on the part of the state, in order to secure such federal 
funds as might be available. It has also been impossible, 
under present techniques, to meet actual needs which might 
exist in certain states with low per capita incomes, with 
needs far beyond those of wealthier states, in which vast 
sums are spent. 

It is proposed here simply that Congress make available 
such funds as can be made available for health purposes ; 
that these funds be administered by the federal health 
agency, mentioned in the first plank of this platform, and 
that the funds be allotted on proof of actual need to the 
federal health agency, when that need be for the prevention 
of disease, for the promotion of health, or for the care of 
the sick. 


3. The principle that the care of the public health and 
the provision of medical service to the sick is primarily 
a local responsibility. 


Obviously if federal funds are made available to the 
individual states for the purposes mentioned in the second 
plank of this platform, there might well be a lessened tend- 
ency in many communities to devote the community’s funds 
for the purpose, and, in effect, to demand that the Federal 
Government take over the problem of the care of the sick. 
Hence, it is suggested that communities do their utmost to 
meet such needs with funds locally available before bring- 
ing their need to the federal health agency, and that the 
federal health agency determine whether or not the com- 
munity has done its utmost to meet such need before allot- 
ing federal funds for the purpose. 


4. The development of a mechanism for meeting the 
needs of expansion of preventive medical services with 
local determination of needs and local control of ad- 
ministration. 

The medical profession is not static. It wishes to extend 
preventive medical service to all of the people within the 
funds available for such a purpose. Obviously, this will 
require not only a federal health agency which may make 
suggestions and initiate plans, but also a mechanism in each 
community for the actual expansion of preventive medical 
service and for the proper expenditure of funds developed 
both locally and federally. In the development of new 
legislation such mechanism may be suitably outlined. 


5. The extension of medical care for the indigent and 
the medically indigent with local determination of needs 
and local control of administration. 

The medical profession does not yield to any other group 
in this country in its desire to extend medical care to all of 
those unable to provide themselves with medical service. 
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The American Medical Association through its House of 
Delegates has already recognized the possible existence 
of a small group of persons able to provide themselves 
with the necessities of life commonly recognized as stand- 
ard in their own communities, but not capable of meeting 
a medical emergency. It is recognized, however, that only 
persons of the same community, fully familiar with the 
circumstances, can determine the number of people who 
come properly under such classification and that only per- 
sons in actual contact with such instances are capable of 
administering suitably and efficiently the medical care that 
may be required. Hence, it is the platform of the Ameri- 
can Medical Association that medical care be provided for 
the indigent and the medically indigent in every community, 
but that local funds to be first utilized and that local agen- 
cies determine the nature of the need and control the 
expenditure of such funds as may be developed either in 
the community or by the Federal Government. 


6. In the extension of medical services to all the 
people, the utmost utilization of qualified medical and 
hospital facilities already established. 

In the so-called National Health Program it is asserted 
that one-half the counties of the United States are without 
suitable hospitals, and vast sums are requested for the 
building of new hospitals. In contrast, reputable agencies 
within the medical profession assert that there are only 
thirteen counties more than thirty miles removed from a 
suitable hospital and that in eight of those thirteen coun- 
ties there are five people per square mile. In the United 
States today the percentage of hospital beds per 1,000 of 
population is higher than that of any other country in the 
world. This fact is completely ignored by those who would 
indulge in a program for the building of great numbers of 
new hospitals. 

Moreover, it seems to be taken for granted that hospital 
building has languished in recent years, whereas consider- 
able numbers of hospitals have been built with federal 
funds by various state agencies and also by the PWA, the 
WPA, and by the Federal Works Administration. 

Analyses may indicate that in many instances such hospi- 
tals were built without adequate study as to the need which 
existed or as to the possible efficient functioning once it was 
erected. Moreover, there is evidence that in recent years 
many of the hospitals of the United States, known as non- 
profit voluntary hospitals, have had a considerable lack of 
occupancy due no doubt to the financial situation in con- 
siderable part. It seems logical to suggest. then, that such 
federal funds as may be available be utilized in providing 
the needy sick with hospitalization in these well-established 
existing institutions before any attempt is made to indulge 
in a vast building program with new hospitals. In this point 
of view the American College of Surgeons, the American 
Hospital Association, the Catholic Hospital Association, 
the Protestant Hospital Association, and practically every 
other interested voluntary body agree. 

Again, it has been argued that the demands for medical 
care in some sections of the country might require the im- 
portation of considerable numbers of physicians or the 
transportation of numbers of physicians in the areas in 
which they now are to other areas. In this connection it 
would seem to be obvious that a change in the economic 
status of the communities concerned would result promptly 
in the presence of physicians who might be seeking 
locations. The utilization of existing qualified facilities 
would be far more economical than any attempt to develop 
new facilities. 


The continued development of the private practice 
of ‘uedicine, subject to such changes as may be neces- 
sary to maintain the quality of medical services and to 
increase their availability. 

In the United States today our sickness and death rates 
are lower than those of any great country in the world. 
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This fact was recognized by the President of the United 
States when he sent the National Health Program to the 
Congress for careful study. The President emphasized 
that a low death rate may not mean much to a man who 
happens to be dying at the time of tuberculosis. The medi- 
cal profession recognizes the importance of doing every- 
thing possible to prevent every unnecessary death. At the 
same time it has not been established by any available evi- 
dence that a change in the system of medical practice which 
would substitute salaried government doctors for the pri- 
vate practitioner or which would make the private prac- 
titioner subject to the control of public officials would in 
any way lower sickness and death rates. 


There exists, of course, the fact that some persons are 
unable to obtain medical service in the circumstances in 
which they live and that others, surrounded by good facili- 
ties, do not have the funds available to secure such services. 
Obviously, here again there is the question of economics 
as the basis of the difficulty and perhaps lack of organiza- 
tion in distribution of medical service and a failure to utilize 
new methods for the distribution of costs which might 
improve the situation. 


The medical profession has approved prepayment plans 
to cover the costs of hospitalization and also prepayment 
plans on a cash-indemnity basis for meeting the costs of 
medical care. It continues, however, to feel that the de- 
velopment of the private practice of medicine which has 
taken place in this country has led to higher standards of 
medical practice and of medical service than are elsewhere 
available and that the maintenance of the quality of the 
service is fundamental in any health program. 


8. Expansion of public health and medical services 
consistent with the American system of democracy. 


Careful study of the history of the development of medi- 
cal care in various nations of the world leads to the in- 
evitable conclusion that the introduction of methods such 
as compulsory sickness insurance, state medicine and similar 
techniques results in a trend toward communism or totali- 
tarianism and away from democracy as the established 
form of government. The intensification of dependence of 
the individual on the state for the provision of the necessi- 
ties of life tends to make the individual more and more the 
creature of the state rather than to make the state the 
servant of the citizen. Great leaders of American thought 
have repeatedly emphasized the fact that liberty is too great 
a price to pay for security. George Washington said, “He 
who seeks security through surrender of liberty loses both.” 
Benjamin Franklin said, “They that can give up essential 
liberty to obtain a little temporary safety deserve neither 
liberty nor safety.” 

In these times when the maintenance of the American 
democracy seems to be the most important objective for 
all the people of this country, the people may well consider 
whether some of the plans and programs that have been 
offered for changing the nature of medical service are not 
in effect the first step toward an abandonment of the self- 
reliance, free will, and personal responsibility that must be 
the basis of a democratic system of government. 


EXECUTIVE COMMITTEE 


Minutes of the One Hundred and Sixty-Eighth (168th) 
Meeting of the Executive Committee of the 
California Medical Association 

The meeting was held in the offices of the Association, 
Room 2004, 450 Sutter Building, San Francisco, Saturday, 
November 11, 1939, at 9:30 a. m. 


1. Call to Order. 


The meeting was called to order by Chairman P. K. 
Gilman, with the following members present: President 
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C. A. Dukes, Chairman of the Council Karl L. Schaupp, 
Chairman of the Executive Committee P. K. Gilman; 
Chairman of the Committee on Public Relations George G. 
Reinle ; Secretary-Editor George H. Kress ; General Coun- 
sel Hartley F. Peart and his associate, Mr. Howard 
Hassard. Present by invitation, Howard Morrow, Trustee 
of the Indemnity Defense Fund. 

Absent: President-Elect Harry H. Wilson, Speaker 
Lowell S. Goin, and Past President William W. Roblee. 


2. Minutes of the Committee on Public Relations. 


Secretary Kress called attention to the minutes of the 
Committee on Public Relations, copies of which had been 
forwarded to all councilors. No suggested changes were 
made. 


3. Financial Statements. 


Financial statement for the month of October, 1939, was 
presented. The Treasurer suggested that the item of “Re- 
print Sales,” as included in the income of the Association, 
be changed to represent the actual amount of income to the 
Association, instead of profit plus cost of printing; and 
that the item under “Expenses of the Association,” cover- 
ing reprint expense, be eliminated. The change in record 
keeping was approved by the Committee. 

There being no objection the financial statement for the 
month of October, 1939, was approved. 

The treasurer then submitted a detailed report on the 
status of the finances of the Association as included in 
Report 8A, dated November 11, 1939, and explanatory 
report thereto, dated November 11, 1939. 


4. Expense Item. 


The Chairman of the Auditing Committee, P. K. Gilman, 
called attention to the previous action of the Council allow- 
ing round-trip fare and lower berth to an officer of the 
Association on a visit to Washington to represent the 
Association. 

The Secretary was instructed to forward copy of the 
previous resolution of the Council to the representative, 
stating that the Auditing Committee had no power to 
change this action, and if he so desired, the resolution could 
be brought up for further discussion at the next meeting 
of the Council. 


5. Membership. 


The Secretary presented a report on the membership of 
the Association, as embodied in Report 8A, dated No- 
vember 11, 1939, stating that at present there are 6,333 
members in good standing ; 300 delinquent members; and 
514 new members had joined the Association during 1939. 


It was moved by Karl Schaupp, seconded by C. A. Dukes, 
that all members whose memberships lapsed by reason of 
nonpayment of dues on April 1, 1939, who have since paid 
their dues to their component county society and have been 
properly reported to the California Medical Association 
office with accompanying dues, be reinstated to membership 
in the California Medical Association. Carried. 


6. Santa Barbara Society Membership. 


A letter from the Santa Barbara County Society, dated 
October 17, 1939, regarding the status of two physicians 
living in Kern County, was presented and was referred to 
the Council. 


7. Budget for Calendar Year 1941. 


Proposed budget for the calendar year 1941, as prepared 
by the Auditing Committee, was submitted to the Execu- 
tive Committee for discussion. 


Certain minor changes in allocations were made, includ- 
ing the revision of item 4, reprint sales, to show only the 
profit from reprints of $500 and the elimination of item 35, 
“reprint expense”; also that the miscellaneous income be 
changed by removing therefrom, as a separate item, annual 
session income. 
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Discussion was had of the allocation for support of 
medical libraries. It was moved by Karl L. Schaupp, sec- 
onded by C. A. Dukes, that an allocation be included in 
the 1941 budget of 25 cents per member for Lane Medical 
Library in San Francisco, and 25 cents per member for 
the Barlow Medical Library of the Los Angeles County 
Medical Association. Carried. 


It was moved by Karl Schaupp, seconded by C. A. Dukes, 
that the budget of income and expense for the calendar 
year 1941, as prepared by the Auditing Committee and 
revised by the Executive Committee, be approved and sub- 
mitted for consideration to the Council at its meeting in 
January. 


The Executive Committee recommended that the Council 
take into consideration at its January meeting the matter 
of an increase in the annual dues of the Association. 


8. Cancer Commission. 


Consideration of the appointment of members for the 
establishment of cancer committees for component county 
medical societies, composed of physicians, was deferred. 


9. California State Compensation Fund. 


Correspondence from Lowell S. Goin, regarding x-ray 
and laboratory work for the California State Compensation 
Fund, was discussed. It was pointed out that this matter 
was receiving consideration by the Los Angeles County 
Medical Association. 


It was moved by C. A. Dukes, seconded by George Reinle, 
that the Secretary inform Doctor Goin that the letter had 
been considered and would be referred to the Council for 
consideration at its January meeting. Carried. 


10. Associated Hospital Service of Southern California. 

A letter was presented and discussed regarding x-ray 
and laboratory service furnished to subscribers of the 
California Physicians’ Service by the Associated Hospital 


Service of Southern California. 

It was the sense of the Committee that a copy of Doctor 
Goin’s letter of October 11, 1939, be referred to Doctors 
Kiger, Pallette, and Wilson for report as to whether or 
not the x-ray and laboratory service furnished to sub- 
scribers was limited to indemnification against costs of such 
service. 


11. California Board of Nurse Examiners. 


Secretary Kress reported that, in accordance with the 
request of the California Board of Nurse Examiners, four 
nominees had been named for appointment on the Advisory 
Council to the Board of Nurse Examiners, and that the 
Board had appointed Doctors Dukes and Wilson to the 
Advisory Council on October 26. 


12. Cancer Exhibit. 


The Association Secretary reported that space for 
storage of the cancer exhibit from the Golden Gate Inter- 
national Exposition had been secured without cost from 
the University of California, and that the exhibit material 
and equipment was at present in the basement of the library 
building of the Medical School. 


13. Needy Members of the Profession. 


The preliminary report of the Committee on Needy 
Members of the Profession, appointed in accordance with 
Resolution No. 11 of the House of Delegates at Del Monte, 
was referred to the Council. 


14. Pacific Coast Medical Executives Conference. 


Aiter discussion, and in consideration of the many other 
demands on Association funds, it was moved by C. A. 
Dukes, seconded by George Reinle, that the California 
Medical Association do not send a representative to the 
meeting of the Pacific Coast Medical Executives Confer- 
ence in Seattle on Deceniber 10, 1939; but that an invi- 
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tation be extended to the Conference to meet in San Fran- 
cisco in 1940. Carried. 


15. Annual Session. 


Report was made by the Committee on Scientific Work, 
through its chairman, the Association Secretary, of the 
plan to hold no section meetings in the morning hours 
during the Coronado 1940 session, those periods to be de- 
voted to general meetings, and all section meetings to be 
held in the afternoons. 

It was agreed that time at one of the general meetings, 
preferably the first general meeting, should be given to a 
discussion of California Physicians’ Service and organi- 
zation problems. 


16. Medical Emigrés. 


Correspondence from the Boston Committee on Medical 
Emigrés, as contained in a letter of October 19, 1939, was 
referred to the Council. 


17. Humboldt County Hospital. 


Correspondence relating to medical service in Humboldt 
County was discussed and was referred to the Council for 
consideration at its meeting in January. 


18. Postgraduate Education. 

After discussion of the postgraduate work carried on in 
San Joaquin County, the Executive Committee approved 
the payment of $50 to cover erpense of such postgraduate 
work, as requested by the local unit, with the understand- 
ing that no precedent for payment of expense for post- 
graduate work carried on by local units be established 
thereby. 


19. Adjournment. 
There being no further business the meeting adjourned. 
P. K. Gitman, Chairman. 
GeorcE H. Kress, Secretary. 


COMMITTEE ON PUBLIC 
HEALTH EDUCATION? 


Report by Committee on Public Health Education 
on Results of the Chiropractic Initiative— 
Proposition No. 2 at the November 7 
Special Election 


Latest available election returns show a “Yes” vote of 
784,966 and a “No” vote of 1,852,073, with 242 precincts 
in the state recorded on Proposition No. 2. 

This was an initiative proposition instituted by a group 
of chiropractors which, broadly speaking, would virtually 
have permitted chiropractors to practice medicine, and cer- 
tain acts generally associated with the practice of surgery. 

Because of misleading statements publicized by propo- 
nents of this initiative, your Committee on Public Health 
Education felt called upon to advise the public by counter- 
publicity of the truth in this matter and to strongly stress 
the much greater amount of education and experience re- 
quired of a doctor of medicine in comparison to that 
required of a chiropractor, both under the present law and 
the terms of the initiative. 

Also because of the grave danger to the public health 
and welfare, should the bars be let down to chiropractors 
as proposed in this initiative, the Committee took every 
step in its power to warn the public and urge a “No” vote 
on this dangerous measure. Your committee’s efforts co- 
incided, to a remarkable degree, to what it believes to be 
the purpose of the Del Monte resolution. A score of news- 
paper stories were forwarded to all newspapers in the 


+ The Committee on Public Health Education was estab- 
lished through Substitute Resolution No. 6 at the Del Monte 
annual session, May 3, 1939. 

See also in this issue, on page 357. 
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state, telling in detail of the strict educational requirements 
and the experience required through interneship and other- 
wise, before a license could be issued to a doctor of medi- 
cine. At the same time the comparatively lax require- 
ments for a license for chiropractors and other cultists’ 
practitioners were stressed in these messages to the public. 

There can be no question but that the public of Cali- 
fornia today generally realizes, far more than was the case 
three months ago, the importance of the medical profession 
and its superiority in comparison with cultist competitors. 

Your committee wishes to report that your entire mem- 
bership codperated very well in this campaign and that, as 
usual, an exceedingly fine campaign of disseminating in- 
formation to the public was conducted by the California 
Public Health League. The League, following its usual 
procedure, did most effective and efficient work in dis- 
tributing literature and sponsored a radio campaign, which 
undoubtedly contributed greatly to the results. 

More than two hundred newspapers wrote strong edi- 
torials urging a “No” vote on Proposition No. 2, most of 
these editorials being based on information that we sup- 
plied. In addition, many important organizations in the 
state passed resolutions urging a “No” vote. A partial list 
of these organizations is appended and represents those 
we were able to check. Undoubtedly there were other reso- 
lutions, which have not been reported to us. 

Your committee is much pleased with the manner in 
which this campaign was handled. The campaign proceeded 
smoothly and efficiently at all times; there was no con- 
fusion at any time. This result is very heartening, and a 
continuation of these methods should be extremely valu- 
able in political campaigns we may be called upon to face 
in the future. 


a, ed 


Partial list of organizations who adopted resolutions 
advocating “No” votes to Chiropractic Initiative (Propo- 
sition No. 2): 


Market Street Association. 

Colusa Chamber of Commerce. 

Scandinavian Civic League Forum, San Francisco. 

Lafayette Club, San Francisco. 

Young Republican Club, Fifty-Third Assembly District, 
South Pasadena. 

Directors of the Y. W. C. A., San Francisco. 

Central Council of Civic Clubs, San Francisco (78 clubs). 

Commonwealth Club of California. 

Oakland Chamber of Commerce. 

Civic League of Improvement Clubs, San Francisco (54 
clubs). 

City Commons Club, Berkeley. 

San Rafael Chamber of Commerce. 

Twenty-Seventh District, Municipal Council, San Francisco. 

Columbus Civic Club, San Francisco. 

San Francisco Junior Chamber of Commerce. 

Steuben Society of America. 

Stockton Chamber of Commerce. 

Pro America, State Board. 

Down Town Association, San Francisco. 

Democratic Coérdinating Council of Berkeley. 

San Francisco Order of Cincinnatus. 

Pasadena Chamber of Commerce. 

Fresno County Young Democratic Club. 

Santa Cruz County Medical Association Auxiliary. 

San Luis Obispo County Medical Society. 

Civic League, San Francisco. 

Tracy Chamber of Commerce. 

Southside Chamber of Commerce (Los Angeles). 

Stanislaus County Medical Society. : 

Central Council of Civic Clubs, San Francisco. 

San Bernardino Chamber of Commerce. 

Los Angeles Junior Chamber of Commerce. 

San Diego City and County Public Health League. 

Monterey County Medical Society. 

Palmer Chiropractors of California (Gilroy). 

Long Beach Junior Chamber of Commerce. 

San Francisco Chamber of Commerce. 

Southern California State Dental Association. 

Brotherhood of Transportation Employees (56 units). 

Veteran Railroaders of America (44 units). 

California Chiropractic Association. 

Chiropractic League of California. 
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C.M.A. DEPARTMENT OF 
PUBLIC RELATION St 





Minutes of Meeting of the Committee on Public 
Relations of the California Medical Association 


The meeting was held in the offices of the Association, 
Room 2004, 450 Sutter Street, San Francisco, on Saturday, 
October 28, 1939, at 9:30 a. m. 


1. Call to Order. 


The meeting was called to order by Chairman George G. 
Reinle, with the following members present: President 
Charles A. Dukes, and the following chairmen of com- 
mittees: J. Norman O’Neill, Committee on Hospitals, 
Dispensaries, and Clinics; Donald Cass, Committee on 
Industrial Practice; George G. Reinle, Committee on 
Medical Defense; Dwight L. Wilbur, Committee on Post- 
graduate Activities ; John H. Graves, Committee on Medi- 
cal Economics; Roy Thomas, Committee on Health and 
Public Instruction; George H. Kress, Association Secre- 
tary; and Hartley F. Peart and Howard Hassard, legal 
counsel. 


2. Minutes. 


The minutes of the mecting of the Committee on Public 
Relations, held on September 23, 1939, were presented and, 
there being no objection, were approved as published in 
the October issue of CALIFORNIA AND WESTERN MEDICINE. 


3. Malpractice Insurance. 


Full discussion was had of the present situation relating 
to the securing of malpractice insurance in California. 


In accordance with the previous action of the Committee, 
the suggestions of Doctors Maner and Reinle, and Mr. 
Peart, for the preparation of a primer devoted to infor- 
mation which would tend to reduce the prevalence of mal- 
practice suits, was discussed. Doctor Reinle presented a 


booklet on the new Haven plan as prepared by Dr. Frank 
Wheeler. 


The value of Committees on Professional Conduct in all 
county societies, who would hear complaints between phy- 
sicians and patients, was brought up. 


It was moved by Charles A. Dukes, seconded by Roy 
Thomas, that a committee, consisting of Doctors Reinle, 
Maner, and Mr. Peart, be authorized to prepare a brochure 
or bulletin concerning medical defense, for distribution to 
California Medical Association members. 


It was agreed that the expense of preparation and dis- 
semination of the pamphlet to members of the California 
Medical Association should be charged to the budget of the 
Department of Public Relations. 


It was suggested that the insurance companies writing 
malpractice insurance be asked to codperate with the As- 
sociation by sending in immediately a notification of the 
name of any physician against whom a suit is filed. 


It was again suggested that the medical schools in Cali- 
fornia be asked to include, as part of their curriculum, 
courses on the art of handling the patient and the business 
of medicine. 


It was suggested that a questionnaire be sent to county 
societies to ascertain whether or not a fee schedule for 
practice within the county existed. 


7 The complete roster of the Committee on Public Re- 
lations is printed on page 2 of the front advertising sec- 
tion of each issue. Dr. George G. Reinle of Oakland is 
the chairman, and Dr. George H. Kress is the secretary. 
Component county societies and California Medical As- 
sociation members are invited to present their problems to 
the committee. All communications should be sent to the 
director of the department, Dr. George H. Kress, Room 2004, 
Four Fifty Sutter Street, San Francisco. 
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4. Basic Science Law. 


The Secretary stated that letters had been received from 
Doctor Woodward and Mr. Holloway of the Bureau of 
Legal Medicine and Legislation of the American Medical 
Association, suggesting certain changes in the third draft 
of the Basic Science Act, and that copies thereof would be 
sent to members of the Committee. 


It was pointed out that the Council at its meeting of 
October 7 requested that the Committee on Public Rela- 
tions continue its studies, the American Medical Associ- 
ation’s suggestions to be considered at the next meeting of 
the Committee. 


5. Exhibits. 


Secretary Kress reported on his conferences with Doctor 
Millberry, Dean of the Dental College, University of Cali- 
fornia, who is at present planning to collect exhibits from 
the Golden Gate International Exposition and elsewhere 
and to establish a museum in San Francisco under the 
auspices of the American Public Health Association. 
Doctor Kress stated that Doctor Millberry at the present 
time was endeavoring to secure funds for the establish- 
ment of the museum at San Francisco and that if he failed, 
then the California Medical Association, through the De- 
partment of Public Relations, was to be asked to salvage 
exhibits that might be used as a basis for a public health 
exhibit for presentation at state and county fairs in 
California. 


It was moved by Donald Cass, seconded by Norman 
O’Neill, that the Committee on Public Relations, authorize 
the expenditure of sufficient funds from the budget, sub- 
ject to the approval of the President of the Association, 
the Chairman of the Committee on Public Relations, and 


the Secretary, to carry out the procedures outlined. 
Carried. 


6. Literature: (a) “Effective Public Speaking”; (b) “On 
the Witness Stand” (a Discussion of Compulsory 
Health Insurance). 

(a) A copy of a mimeographed handbook, sent out by 
the Public Relations Bureau of the Medical Society of the 
State of New York, was inspected, and the plan to send 
a copy to each county society secretary and to members of 
the California Medical Association Speakers’ Bureau, was 
approved. 

(b) An informative printed brochure, “On the Witness 
Stand” (also for sale by the Medical Society of the State 
of New York), in which a clarifying discussion of the 
deficiencies in compulsory health insurance plans was ably 
presented, was inspected and discussed. It was felt that the 
information contained therein was needed by members of 
the profession in California. Legal Counsel Peart and 
Counsel on Public Relations, Mr. Marshall, were appointed 
to make a further study of the report and, if found satis- 
factory, authority was granted to purchase the pamphlet, 
for distribution to members of the California Medical As- 
sociation, the charges to be made against the Committee’s. 
budget. The Medical Society of the State of Pennsylvania 
distributed 30,000 of this pamphlet in 1937 to aid in the 
defeat of a health insurance bill. 


7. Informative Items. 


Among informative matters called to the attention of 
the Committee were the following : 


(a) Health Survey.—The proposed survey of public 
health facilities of San Francisco, to be carried on under 
the sponsorship of the Commonwealth Club of California 
and the Community Chest. 

(b) Coroner-Medical Examiners System—The present 
Coroner-Medical Examiner System was mentioned, and it 
was agreed that the problems relating thereto would lie 
over for consideration at a more favorable time. 
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(c) Medical Ethics——Attention was called to a matter 
of advertising in rural newspapers that had come up in 
one of the county societies and was being handled by the 
society’s officers. It was agreed that these were properly 
items of local jurisdiction. 

(d) Industrial Practice —Discussion of the work of the 
Committee on Industrial Hygiene and Industrial Health, 
as carried on by the Council on Industrial Health of the 
American Medical Association, was deferred for later con- 
sideration by the Committee on Public Relations. 

(e) Hospital and Medical Service Correspondence re- 
ceived from the Secretary of the Alameda County Medical 
Association, re hospital and medical service offered by 
corporations, was discussed and was referred to the Counsel 
on Public Relations for his information. 

(£) American Medical Association Survey on Medical 
Needs.—Association Secretary Kress reported on the 
American Medical Association Survey on the Study of 
Need and Supply of Medical Care as carried on in the coun- 
ties of California during the past year. Doctor Kress 
stated that a summary of the reports throughout the United 
States would be published in an early issue of The Journal 
of the American Medical Association. 

(g) Statute of Limitations—It was the sense of the 
Committee that at the time that the Primer on Medical 
Defense is sent to California Medical Association mem- 
bers, an informative letter might be included setting forth 
the law regarding the statute of limitations, with particular 
reference to keeping of records. 

(h) Wayne County Medical Society Hospital Plan— 
The Secretary reported that the Wayne County Medical 
Society was offering hospital service to members of their 
society through the Michigan Society for Group Hospi- 
talization, a nonprofit organization of the hospitals of 
Michigan. 

(i) California Association of Clinical Technicians — 
The Secretary reported that requests for publicity in the 
JOURNAL were so numerous that the amount of space allo- 
cated to lay and allied organizations and activities was 
necessarily restricted, and that it had, therefore, been im- 
possible to grant the request of the California Association 
of Clinical Technicians for space. 

(j) Crippled Children’s Act——Attention was called to 
the work of the Los Angeles Public Schools. Also to cer- 
tain problems in connection with the Crippled Children’s 
Act. 

8. Committee Meeting. 


The next meeting of the Committee on Public Relations 
was set for November 25, 1939, at San Francisco. 


9. Adjournment. 
There being no further business the meeting adjourned. 
Georce G. REINLE, Chairman. 
GeorcE H. Kress, Secretary. 





CALIFORNIA STATE DEPARTMENT OF 
PUBLIC HEALTH—SOME OF THE 
THINGS IT DOES TO KEEP THE 
P"JBLIC WELL 


1. Supervises the purity of public water supplies. 

2. Supervises the proper disposal of sewage. 

3. Maintains supervision of sanitation of eating places 
and soft drink stands along the highways. 

4. Supervises cleanliness of shellfish, including oysters 
and clams. 

5. Supervises activities of twenty-five mosquito abate- 
ment districts for the control of malaria. 
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6. Conducts campaigns for the destruction of ground 
squirrels and rats, to protect the public against disease 
carried by these rodents. 


7. Investigates industrial plants to eliminate hazards and 
to protect the health of the working man. 


8. Maintains standards for foods and drugs. 

9. Maintains high qualities in California wines and 
liquor. 

10. Inspects and regulates local garbage dumps to main- 
tain sanitation and rodent control. 

11. Distributes to clinics and physicians, free of charge, 
drugs for the treatment of venereal diseases for patients 
who are unable to pay for such drugs. 

12. Distributes, free of cost to physicians, “drops” to be 
placed in the eyes of newly born babies to prevent blindness. 

13. Supervises venereal disease clinics throughout the 
state. Distributes literature and films to inform the public 
on venereal diseases. 

14. Searches for crippled children and conducts diag- 
nostic clinics for them. 

15. Provides treatment for needy crippled children to 
correct their handicaps. 


16. Instructs children in the rural districts on proper 
care of teeth. 


17. Provides physical examinations of infants and chil- 
dren in the rural districts assisted by local physicians. 
Distributes pamphlets, literature and films on child care, 
maternal and infant care. 


18. Maintains a tuberculosis motor clinic equipped with 


x-ray equipment for use among migratory laboring popu- 
lation and other groups. 


19. Maintains nutritionists to advise migratory laboring 
population on proper foods and their preparation. 

20. Keeps three motor units with doctor, nurse, and 
sanitarian on each to control communicable diseases, and 
provide medical and nursing relief for migrants, with 
federal assistance. 

21. Supervises tuberculosis hospitals in order to maintain 
high standards of care. 

22. Inspects maternity homes and hospitals to maintain 
high standards of service and care. 

23. Makes bacteriological examinations to assist phy- 
sicians of rural districts in diagnosis of disease. 

24. Helps to organize and maintain full-time public 
health service in rural counties. 

25. Files and indexes all birth, death, and marriage cer- 
tificates in the state, and issues copies upon request. 

26. Supervises the sanitation and controls standards for 
canned vegetables, meat and fish products. 

27. Investigates epidemics of communicable diseases and 
provides assistance in their control. 

28. Examines public health nurses and issues certificates 
to those who qualify. 

29. Examines laboratory technicians and issues certifi- 
cates to those who qualify. 


30. Supervises cold storage warehouses and issues 
licenses. 


31. Inspects and issues permits to approved medical 
clinics. 

32. Inspects and issues licenses to hospitals that operate 
under the nonprofit hospital act. 

33. Conducts intensive study into the cause of influenza 
through codperation with the Rockefeller Foundation. 

34. Conducts studies into the prevalence and types of 


lobar pneumonia in California, through assistance of the 
Federal Government. 
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CALIFORNIA PHYSICIANS 
SERVICE? 





California Physicians’ Service has (November 15) 105 
groups under contract. Besides the California State Em- 
ployees’ Association, other groups are scattered from San 
Diego to Sonoma County, though the majority are in Los 
Angeles or the Bay area. 

Membership is increasing at the rate of somewhat more 
than 1,500 a month, more rapidly in October than in Sep- 
tember, and indications are (from several large groups now 
building up required percentages of memberships) that this 
rate of increase will be much higher next month and there- 
after. 

It has been gratifying to find that several employers— 
some of large groups—are paying part (and in one case 
all) of the cost of California Physicians’ Service member- 
ship for their employees. 


Unit Value for September. 


As this is written, checks are being sent to professional 
members for services rendered between August 15 and 
September 30 (hereafter bills will be paid monthly). 

It was possible to pay at the rate of $1.75 per unit, after 
deducting a reasonable amount to be allocated to adminis- 
trative expense and after setting aside the beginning of a 
reserve fund (for epidemics, etc.). 

e + «¢ 
REPORT 

Following is an abstract of report of organization history 
made to the administrative members at the annual meeting 
at Fresno, October 14: 

The naive impression was widely held, as well by our- 
selves as by doctors generally, that California Physicians’ 
Service could be organized and running within a month or 
two after the December 17 and 18 session of the House of 
Delegates. We have learned better. 

It will be remembered that the first meeting of the 
original temporary administrative members was held on 
January 14, 1939, and the first meeting of California Phy- 
sicians’ Service trustees, then elected, was held on Janu- 
ary 28, 1939. It was, therefore, six weeks following the 
meeting of the House of Delegates before the first work on 
organization could be undertaken. 

The following major lines of activity have been carried 
on since then: 


1. Establishment of Offices and Selection of Personnel. 


After interviewing and investigating many candidates, 
Mr. A. W. Widenham was finally selected as general mana- 
ger on February 12 and offices at San Francisco opened 
on March 2. 


It was early apparent that, both from the point of view 
of the medical profession and of public relations, it was 
essential that an office be established in Los Angeles. This 
was done on April 1, and shortly thereafter Mr. William 
Glenn Ebersole was appointed in charge of Southern Cali- 
fornia territory. 


2. Organization of Professional Membership. 

(a) Compiling, printing, and mailing a 32-page book of 
information, together with application blanks to 10,400 
doctors. 


(b) Information talks before a large number of medi- 
cal groups, including not only county medical societies, but 
various hospital and other organization groups as well. It 
soon became obvious that it would be physically impossible 
for the members of the Board of Trustees to attend all 
such meetings for which requests were received and a 

+ Address: California Physicians’ Service. 220 Mont- 


gomery Street, San Francisco. Telephone EXbrook 3211. 
Manager, Mr. Allen Widenham. 
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specially organized speakers’ committee of the California 
Medical Association took over a large part of this work 
as well as filling public speaking engagements against the 
compulsory health insurance plan on behalf of the Cali- 
fornia Medical Association. We desire here to express 
thanks and appreciation to the members of this committee, 
who have given time and defrayed their own travel expense 
for many trips in this work: Doctors Edwin Bruck, John 
Cline, G. F. Cushman, L. H. Garland, P. K. Gilman, E. S. 
Kilgore, J. Marion Read, C. Noble, F. Rochex, Sidney 
Shipman, Robert Stone, William Voorsanger, and Dwight 
Wilbur. 

(c) Checking, registering, and issuing certificates to 
5,020 professional members. Each application had to be 
checked to verify (1) the fact that the applicant held a 
currently valid license as a doctor of medicine; (2) that 
his malpractice insurance was in order. The latter matter 
was a source of a large volume of individual correspond- 
ence, some of which is still going on. 


(d) Alphabetizing by counties and printing a directory 
list of professional members. The registration of 5,000 
doctors involved an unbelievable amount of correspond- 
ence and telephone work. About 1,000 booklets and appli- 
cation blanks were remailed to doctors who stated they 
had never received the originals. The relationship of spe- 
cialists, tuberculosis men, pediatricians, etc., to service 
under California Physicians’ Service had to be repeatedly 
explained in individual letters. A number of partnerships 
and clinics requesting a group registration for one $5 fee 
had to have the individual status of professional member- 
ship explained, etc. The office force—three clerks—was 
literally swamped during the months of March and April 
on this work. 

(e) Current Information to Professional Members. 
Professional members are entitled to be kept informed of 
progress in organization and promotion of California Phy- 
sicians’ Service. Five bulletins have been prepared and 
mailed, in each case going with other matter (certificates, 
forms, ballots) in order to save postage expense. 


3. Determination of Type of Coverage—Full and De- 
ductible; and Rates Therefor. 


For this, as well as other obvious purposes, one of the 
trustees and Mr. Widenham made a trip to Portland and 
Seattle to secure data from the experience of those plans. 
With such data as could be obtained from these and other 
sources, consultation was had with one of the outstanding 
actuarial authorities on the Coast. After careful consider- 
ation of the problem, we were advised by him that it would 
be futile to attempt to establish rates on a predeterminable 
“actuarial” basis on account of the many unknown factors 
involved—age, sex, occupational distribution, rural and 
urban distribution, income levels, etc., of the eventual body 
of beneficiary members, degree of rigidity of administra- 
tion of the service, etc. In his opinion the only approach 
was to set a rate considered adequate on the general basis 
of experience of other plans and then accumulate “actu- 
arial” data from our own experience. He very generously 
continued to consult with us in the set-up planned for this 
purpose. 

Thereafter the Board established rates of $2.50 per 
month for full coverage and $2 per month for two-visit 
deductible coverage. (Each figure includes 80 cents for 
hospitalization. ) 


4. Establishment of Contract Provisions and Prepara- 
tion of Forms. 

Various details of coverage to be specified in contracts 
occupied the attention of the Trustees at several meetings. 
During all this time extensive legal work on the contract 
forms was done by Mr. Peart and Mr. Hassard. These 
contracts were gone over repeatedly by our attorneys, by 
your Executive Committee, and by the General Manager. 
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We thought several times that they were in order, only to 
find some important omission or the necessity of changes 
in wording to clarify meaning. It was not until June 30 
that they were ready to go to the printer and we had them 
in hand for use on July 12. 

In spite of all this intensive preparation, it appears likely 
that changes may yet have to be made in future contracts. 


5. Negotiations with Hospital Associations Re Uniform 
Contracts for Hospitalization. 


Negotiations were instituted so that uniform coverage 
throughout the state could be offered state-wide groups. 
The hospital associations early undertook to unify their 
contract provisions, presented their proposed contracts, 
made certain changes at our suggestion, and this matter 
was completed readily with one exception, namely, the 
handling of x-ray and laboratory work on hospitalized 
cases. It was the desire of California Physicians’ Service 
that this work be included under medical services and this 
was agreeable to the hospital representatives, but it required 
numerous conferences between your Executive Committee 
and the hospital representatives, with reference to and from 
our trustees and their boards of directors before the 
present obvious and workable dollar-payment fee schedule 
less discount, arrangement was arrived at, satisfactory to 
the hospital associations and the trustees of California 
Physicians’ Service. 


6. Negotiations with Hospital Associations Re Sales 
Organization. 

It was at once apparent that complete coverage for both 
medical and hospital care would have to be sold together 
and collections made for both services in one check. 
Furthermore, duplication of sales effort by hospital repre- 
sentatives and California Physicians’ Service representa- 
tives calling independently on the same prospects would 
only cause confusion and needless expense. 

Months of effort and many meetings were devoted to 
the working out of some method of operation acceptable 
to both California Physicians’ Service and the hospital 
associations. Finally, on July 21 the present reasonably 
satisfactory working agreement was arrived at whereby 
negotiation for California Physicians’ Service and hos- 
pital contracts jointly is undertaken by representatives of 
both organizations. 


7. Publicity. 


Although it was not the function of California Phy- 
sicians’ Service to undertake political activities against 
compulsory health insurance, nevertheless it was perfectly 
obvious that the fact that California Physicians’ Service 
was in process of development was one of the strongest 
and most effective weapons the medical profession had in 
the fight to defeat the bills before the legislature. Much 
attention was drawn to the proposed bills throughout the 
state, and innumerable calls were received for speakers 
before lay groups. The majority of these engagements 
proved to be actual debates as to the relative merits of the 
compulsory plan and of California Physicians’ Service 
and, although the California Medical Association speakers’ 
committee handled many of the engagements, it appeared 
frequently desirable that California Physicians’ Service be 
presented by one of the trustees actually engaged in its 
organization. 

In addition to these activities, Mr. Ross Marshall was 
employed as public relations director and secured wide 
publicity for California Physicians’ Service as the medical 
profession’s plan. Many editorials throughout the state 
advocated the medical profession’s plan as against com- 
pulsory health insurance. 


8. Planning and Printing of Forms. 


Beneficiary membership certificates, initial and monthly 
doctors’ reports, forms for the medical directors, etc. We 
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believe these forms as they now stand are simple and will 
be workable and require the minimum of time and effort 
in their use by professional members. It required money, 
much thought, effort and time to make them simple and 
yet accomplish all the purposes they must serve. 


9. Planning and Preparation of Statistical and Ac- 
counting Systems, Both for Actuarial and Financial 
Record Purposes. 


It was necessary first to decide what information is 
desired and what is feasible to get. In this we had the 
generous assistance of Mr. Ralph Nelson, Actuary for the 
Retirement Board of San Francisco. Then it was neces- 
sary to decide by what system actuarial breakdowns could 
be most readily and least expensively made. After careful 
investigation the border-punch card system (E-Z Sort) 
was adopted. 

The planning of this and the bookkeeping system re- 
quired the full time of Mr. B. M. Kelly, formerly account- 
ant for the SRA, for six weeks, with almost daily confer- 
ences with your Executive Committee. 


10. Fee Schedule. 


The development oi both a professional service unit 
schedule and a special schedule for x-ray, laboratory, and 
anesthesia professional services to hospitalized patients was 
placed in the hands of Doctors Kelly, Canelo, and Gibbons. 
The work had to be done with due regard to opinions 
vigorously and often expressed by various professional 
groups. It was impossible to complete this in even initial 
form for the Trustees’ adoption before the California 
Medical Association’s annual meeting on April 30, at which 
time, you will remember, copies were made available to all 
California Medical Association members who desired to 
see them, and one afternoon was devoted by the Trustees 
to open the meeting for discussion. 


11. District Organization. 


After considerable study and discussion, the state has 
been divided into twenty-one districts. Some changes will 
yet need to be made. District organization was undertaken 
by Doctor Canelo and, in spite of his efforts, one or two 
districts are still unrepresented by nominees for adminis- 
trative membership. 

Printing and mailing ballot cards (different in each dis- 
trict) to 5,000 professional members has required the 
equivalent of the full time of one clerk for one month. 
Printing and postage cost was about $200. 


12. Appointment of Deputy Medical Directors. 


This has been done by Doctors Gibbons and Askey, again 
involving a large amount of correspondence, etc., in order 


to ascertain preferences of the professional members in 
each district. 


13. Negotiation of Contracts. 


Negotiation of contracts was begun about August 15, 
and has required constant attention by the Acquisition 
Committee in the matter of interpreting provisions of con- 
tracts, determining acceptability of groups, and several 
conferences have been required over the California State 
Employees’ Association group particularly. It required 
three weeks of intensive work, several formal conferences 
with hospital representatives and several subsequent refer- 
rals of individual points, to prepare a descriptive folder 
for use in negotiating contracts. 


14. Legal Problems. 


This matter is mentioned last in order to emphasize it. 
California Physicians’ Service will be the subject of attack 
from many sources, not the least of these being tax-cuilect- 
ing authorities of various governmental units. We find 
ourselves already in controversy over tax exemption and 
will, of our own motion, file suit to secure judicial determi- 
nation of the status of California Physicians’ Service as 
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a quasi-public service organization. It is, therefore, abso- 
lutely essential that ecords of all proceedings and all docu- 
ments, printed matter, etc., be scrupulously scrutinized to 
make sure that our legal status be fot jeopardized. The 
minutes of the Trustees and the Executive Committee pro- 
ceedings already fill a substantial volume, for the most part 
written, from notes provided, by our counsel. Mr. Peart 
and Mr. Hassard have been consulted at every step which 
might in any way have legal implications and have con- 
tributed constant advice and help on business matters as 
well. We can perhaps best express their attitude toward 
California Physicians’ Service by saying that they could 
not have devoted more earnest effort to it if it had been 
their own personal business. 


COUNTY SOCIETIES 


BUTTE COUNTY 

The regular monthly meeting of the Butte County Medi- 
cal Society was held at the Hotel Oaks on Sunday, No- 
vember 5. 

The occasion was the annual visit of State officers, who 
were: Dr. Charles A. Dukes, President; Dr. George H. 
Kress, Secretary-Editor; Dr. C. H. McDonnell, District 
Councilor; Dr. Frederick N. Scatena, Councilor-at-Large ; 
Mrs. Frederick N. Scatena, President of the Woman’s 
Auxiliary. 

The Woman’s Auxiliary met at the home of Dr. J. O. 
Chiapella, with the president, Mrs. N. T. Enloe, presiding. 
Mrs. Scatena gave a history of the Auxiliary, its aim and 
accomplishments. Following the meeting, the members and 
State officers arrived at 6:30 p. m. and were entertained, 
with Mrs. E. L. Meyer and Mrs. N. T. Enloe as cohostesses. 

A dinner meeting followed at the Hotel Oaks, with 
President E. L. Meyers presiding. The State officers out- 
lined the present and future plans of the Association, and 
were followed by a talk by Dr. Dwight L. Wilbur on 
Headaches from the Internist’s Standpoint. 

At the business meeting, the following officers were 
elected for the coming year: Dr. William W. Carey, presi- 
dent; Dr. D. H. Moulton, vice-president ; Dr. J. O. Chia- 
pella, secretary-treasurer. 

The following were elected to membership: Doctors 
Vernon Greer, Hymen Morgenstern, Hans Schmidt, and 
W. J. Perry. 

There were fifty at the dinner. 

- J. O. Curapetra, Secretary. 
we 
MONTEREY COUNTY 

Dr. Clifford Sweet of Oakland conducted a postgraduate 
conference at the Monterey County Hospital on Novem- 
ber 2, consisting of a demonstration pediatric clinic, under 
the auspices of the Bureau of Child Hygiene. 

Doctor Sweet also addressed the Monterey County Medi- 
cal Society at the regular dinner meeting, Hotel Del Monte, 
on the subject, Convulsions in Childhood. 

The following were elected to hold office for 1940: 
Mast Wolfsohn, president ; John R. Gratiot, vice-president ; 
Arnold Manor, secretary-treasurer ; John Sharp, delegate ; 
Dwight Bissell, alternate; and Charles Galligan, censor. 

Hersert C. ARCHIBALD, Secretary. 
we 
PLACER COUNTY 

The Placer County Medical Society met at 8 p. m. on 
November 4 at the Freeman Hotel in Auburn. President 
William M. Miller presided. In addition, the following 
members attended: Doctors C. C. Briner, Dubin, Empey, 
Hirsch, Kindopp, Lewis, March, Peeke, Peers, Russell, 
and Thoren. 

The Secretary reported that, of the forty-one members, 
four are exempt from the payment of the special assess- 
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ment. Of the thirty-seven remaining members subject to 
the assessment, thirty-two have paid, as of November 4. 

This being the annual meeting, an election of officers was 
held, resulting as follows: William M. Miller of Auburn, 
president ; Lucas W. Empey of Roseville, vice-president ; 
Robert A. Peers of Colfax, secretary-treasurer. The elec- 
tion of a delegate and an alternate will be held at a later 
meeting. 

The application of Dr. Charles M. Wood of Grass Valley 
was read for the second time, and Dr. Wood was unani- 
mously elected. 

The application of Dr. John R. Topic of Nevada City 
was read for the first time. 

Correspondence received since the previous meeting was 
read and discussed, and appropriate action taken where 
necessary. 

Nothing further being presented, the meeting adjourned. 

7 7 7 


The Placer County Medical Society held its autumn 
meeting with a dinner at the Freeman Hotel in Auburn on 
Saturday evening, November 18, with President William 
M. Miller presiding. There were present nineteen members 
of the Society and eleven visitors, including two captains 
and six traffic officers of the California Highway Patrol, 
located in Placer and Nevada counties. 

Following the dinner, and before the business and pro- 
gram were taken up, President Miller asked all those present 
to stand in memory of our deceased member, Dr. Vernon 
V. Rood of Grass Valley, who died suddenly the evening 
of November 16. Following this intermission the Secre- 
tary was instructed to prepare a suitable resolution to be 
spread upon the minutes and a copy sent to Doctor Rood’s 
family. 

The reading of the minutes of November 4 was post- 
poned. 

Due to an oversight, the delegate and alternate to the 
California Medical Association were not elected at the 
regular annual meeting. President Miller called for nomi- 
nations. Dr. Lucas W. Empey of Roseville was elected 
as delegate and Dr. Mildred E. Thoren of Weimar was 
elected as alternate. 

There was a communication from Miss Lu Crandall, 
Supervisor of Child Welfare of Placer County, asking that 
the Society appoint a Public Health Committee which she 
could consult regarding any problems which might come 
up in the interval between medical meetings. It was moved, 
seconded and carried, that such a committee be formed 
and that the members consist of the President, Vice- 
President, and Secretary. 

President Miller then introduced the councilor of the 
Eighth District, Dr. Frank A. MacDonald of Sacramento, 
who addressed the Society briefly, bringing to fhe members 
of the Placer County Medical Society greetings from the 


Council and from the officers of the California Medical 
Association. 


A Symposium on Alcohol and the Drunken Driver was 
the program of the evening. The problem was approached 
from the legal aspect by District Attorney Lowell Sparks. 
Attorney Sparks cited the laws covering the problem of 
the drunken driver and the penalties attached thereto. He 
gave in detail the modus operandi of handling such cases 
and cited decisions covering the problem of what consti- 
tutes drunkenness. He outlined Placer County’s system of 
dealing with the drunken driver. 

In the absence of Chief Cato of the California Highway 
Patrol, who was to have been the next speaker, the point 


of view of the Highway Patrol was ably discussed by 
Captain LaPorte of Roseville. 


Finally, the medical aspect was discussed by Dr. Edmund 
Butler of San Francisco, lecturer on traumatic surgery at 
Stanford University Medical School and chief surgeon of 
the San Francisco Emergency Hospital Service. 
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Doctor Butler outlined the various methods employed 
by authorities of different counties in the prosecution of 
drunken drivers and reviewed the various methods of ex- 
amination used in San Francisco. The Doctor discussed 
thoroughly the method used by him and his associates in 
the determination of whether or not the driver in question 
is intoxicated, including the physical examination, blood 
and urine tests, and a test where a triangle, a circle, anda 
square are drawn by the physician and copied by the 
suspect. 

Doctor Butler reviewed the number of accidents which 
have occurred in recent years and where injured persons 
have been cared for by him and by members of his staff. 
He discussed the percentage in which alcohol was a factor, 
giving statistics showing the increase in drunken drivers, 
not only among male drivers but also among female drivers. 
He feels that, as a result of the increase in the number of 
accidents where alcohol is a factor, much more stringent 
laws regarding the sale of alcohol will be passed and that 
the probability of a return of prohibition is more than a 
possibility. 

Following Doctor Butler’s most excellent address, there 
was general discussion by the members and visitors, who 
asked questions which were answered by the speakers. It 
was generally agreed that this was a most illuminating 
meeting of the Society. 

Nothing further presenting, the meeting was adjourned. 

Rosert A. Peers, Secretary. 
& 
SAN BERNARDINO COUNTY 

The annual meeting of the San Bernardino County Medi- 
cal Society was held at Mape’s Cafeteria in San Bernardino 
on Tuesday evening, October 3, when dinner was served 
at seven o’clock. 

There were 135 members and guests present, and the 
members of the Riverside County Medical Society joined 
in the meeting, which was called to order by the president, 
Dr. Delbert B. Williams, at 8:15 o’clock. 

Election of Officers—It was moved by Doctor Garnett, 
and seconded by Doctor Taylor, that the officers nominated 
last year be unanimously reélected, and that the Secretary 
be instructed to cast a unanimous ballot. Passed. 

Doctor Williams then installed Dr. Walter S. Cherry as 
president of the Society. 

Owing to the important guests, Doctor Williams very 
graciously declined to give his address as retiring presi- 
dent, and made a few farewell remarks instead. 

The paper of the evening was given by Dr. J. B. Harris 
of Sacramento on How Laws Are Made, after which 
Doctor Cherry introduced the following visitors in the 
order named, and each one made a short address: Mr. 
Ralph E. Swing,.Senator from San Bernardino County ; 
Mr. Phillips, Senator from Riverside County; Mr. God- 
frey Andreas and Mr. Gordon Corwin, Assemblymen from 
San Bernardino County ; Mr. Dilworth, Assemblyman from 
Riverside County; Dr. W. W. Roblee, past president of 
the California Medical Association; Mr. Ross Marshall, 
Publicity Councilor of the California Medical Association ; 
Dr. N. K. Bear, President of the Riverside County Medical 
Society; Dr. C. L. Emmons, California Medical Associ- 
ation Councilor of the District; and Mr. Ben Read of the 
Public Health League, who spoke on Proposition No. 2 
on the ballot for the November 7 election. 

After a most enjoyable evening, the meeting was ad- 
journed at 10:15 o’clock. 

Artuur E. WardEN, Secretary. 
& 
SAN JOAQUIN COUNTY 


The regular meeting of the San Joaquin County Medical 
Society was held on November 2 in the Medico-Dental 
clubrooms, Stockton, preceded by the customary supper 
at the Hotel Wolf, at which twenty-one members and 
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guests were present. The paper then presented was by 
Dr. E. C. Griner, who talked on The Influence of the PH 
Reaction of the Vagina in Treatment of Infections. 

The regular meeting was called to order at 8:20 o’clock 
by President Neill P. Johnson. 

The application of Dr. Julius Zelman for membership 
in the San Joaquin County Medical Society was read, and 
referred to the Membership Committee. Dr. Dewey Powell 
then made a report on the activities of the Public Rela- 
tions Council of the California Medical Association, and 
also on the recent meeting in Fresno of the councilors of 
the California Physicians’ Service. Dr. Frank Doughty 
elaborated on Doctor Powell’s remarks on the Fresno meet- 
ing. Doctor Eccleston reported progress on the new Consti- 
tution and By-Laws, and asked that all forms for the recent 
American Medical Association study of medical service in 
San Joaquin County be forwarded to his office whether 
they were completed or not. 

The next order of business was the nomination for 
officers for the ensuing year: Langley Collis and Hugh 
J. Bolinger, president; Ray Owens, first vice-president ; 
T. W. Kyddson, second vice-president ; G. H. Rohrbacher, 
secretary-treasurer ; C. W. Martin, Verne Ross, Ed Faulk- 
ner, Percy Gallegos, A. K. Merchant, N. P. Johnson, and 
Dewey Powell, directors; Frank Doughty, G. H. Sander- 
son, Frank A. McGuire, G. H. Rohrbacher, delegates; 
and C. A. Broaddus, C. V. Thompson, and Verne Ross, 
alternates. 

Dr. Lloyd B. Dickey of Stanford University Hospital, 
San Francisco, then spoke on Tuberculosis in Children. 
This paper, illustrated by lantern slides, was extremely 
interesting. There being no further business to come before 
the Society, the meeting was adjourned at 10:30 o'clock, 
after refreshments had been served. 

G. H. RoursacHer, Secretary. 
& 
SAN MATEO COUNTY 

The November meeting of the San Mateo County Medi- 
cal Society, having been postponed until the fifth Wednes- 
day of the month because of the Administration’s special 
Thanksgiving Day, was held on Wednesday evening, the 
29th, in the Benjamin Franklin Hotel. 

The following papers were presented: Nutritional Fac- 
tors in Relation to the Eighth Nerve, by Grant Selfridge, 
M. D., of San Francisco; Recent Advances in the Study of 
Vitamins, by Jesse L. Carr, M.D., of San Francisco. 

A brief business meeting was held in connection with the 
nomination of new officers for the coming year. 

The attention of the Society’s members was called to the 
activities of one C. W., representing the “C. Associates of 
New York.” This young man presents himself as working 
for a $500 scholarship provided by the late Walter Camp, 
and in connection with which he must obtain subscriptions 
for a periodical put out by the company he represents. 
Without going into the merits of the case and without at- 
tempting to question the integrity of Mr. W., we have 
been informed by a branch of the National Retail Credi- 
tors’ Association that this type of activity is properly 
referred to as a salesmanship racket. 

J. Garwoop Briveman, Secretary. 


® 
VENTURA COUNTY 
The regular meeting of the Ventura County Medical 
Society was held at the Saticoy Club on Tuesday, Octo- 
ber 10, and was called to order by Vice-President Barker. 
There were nineteen members present, with Doctors Gray, 
Taylor, and Renger as guests. 
Dr. P. A. Gray of Santa Barbara gave a full and interest- 
ing discussion on The Endocrine Aspects of Diabetes. 
Dr. Grace F. Thomas of Camarillo and Dr. Emil F. 
Tonn of Ventura were unanimously elected to membership. 
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Communications were then read from Dr. Frank J. 
Breslin, requesting that anyone interested in presenting a 
surgical paper at the Coronado session make application 
to him; and Dr. Alson R. Kilgore of the California Phy- 
sicians’ Service, replying to our criticism of the handling 
of the election of directors to the California Physicians’ 
Service for this district. 

This having concluded the program, the meeting was 
adjourned. 

7 7 ? 


The regular meeting of the Ventura County Medical 
Society was held on Tuesday, November 14. 

The meeting was called to order by President Mosher, 
thirteen members being present. Guests were: Doctors 
Kirchner and Assistant, Renger, Leavitt, and Ullmann. 

Doctor Ullmann outlined the procedure for the local 
committee in the Cancer Commission educational campaign 
for the month of April. Doctor Homer was appointed 
chairman of the committee, and was asked to appoint two 
more members to assist him. 

Communications from the California Physicians’ Service 
were read, clarifying the necessary procedure a patient 
should follow to receive treatment either from a general 
practitioner or a specialist. The difference between the 
$2 and $2.50 a month policies was also clarified. 

A. A. Morrison, Secretary. 


CHANGES IN MEMBERSHIP 
New Members (33) 


Alameda County 
Edward A. Westphal 


Contra Costa County 
J. M. Boomer 

Los Angeles County 
Anthony Ariana 
Ralph Chapman 
John J. Duncan 
Harry Flyer 
Vernon F. Hauser 
Richard S. Heath 


Harry Lasin 

Robert A. Lovell 
Robert M. Shelton 
Meyer C. Thorner 
Hewitt A. Waggener 


Mendocino County 
J. E. Gardner 


Merced County 
J. Hal Cope, Jr. 


Monterey County 
Robert D. Mace Harry Schultz 


Placer County 
Frederick H. Benteen 


Riverside County 

Reuben L. Kaufman 

San Diego County 

Arthur M. Dougherty 
San Francisco County 
Mortimer A. Benioff Ernest H. Nast 
Henry J. Lane William J. Quinn 
Katherine H. Leicester Jack C. Sleath 
Lester S. Lipsitch John A. Stiles 
Gregory N. Maximov Charles Weiss 
Santa Clara County 
Edwin D. Kilbourne, Jr. 


Transfers (3) 


C. A. Gregory, from Sonoma County to Contra Costa 
County. 


Frank M. Casto 


B. Paul Davies 


Oliver H. Perry, from Yuba-Sutter County to Lassen- 
Plumas-Modoc County. 
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William J. Perry, from Mendocino County to Butte 
County. 


Resigned (1) 


George H. Anderson, from San Francisco County. 


| Iu Memoriam | 


Beck, John A. Died at Salinas, October 28, 1939, age 
78. Graduate of Hahnemann Medical College of the Pa- 
cific, San Francisco, 1895, and licensed in California the 
same year. Doctor Beck was a member of the Monterey 
County Medical Society, the California Medical Associ- 
ation, and a Fellow of the American Medical Association. 

* 


Blodgett, Walter LeRoy. Died at Oakland, Octo- 
ber 25, 1939, age 69. Graduate of Cooper Medical College, 
San Francisco, 1895, and licensed in California the same 
year. Doctor Blodgett was a member of the Napa County 
Medical Society, the California Medical Association, and 
a Fellow of the American Medical Association. 


* 


Brown, Robert. Died at San Francisco, September 13, 
1939, age 61. Graduate of the College of Physicians and 
Surgeons of San Francisco, 1911, and licensed in Cali- 
fornia the same year. Doctor Brown was a member of 
the San Francisco County Medical Society, the Cali- 
fornia Medical Association, and a Fellow of the American 
Medical Association. 

* 


Cutler, Oran Idnire. Died at Loma Linda, September 
15, 1939, age 39. Graduate of the College of Medical 
Evangelists, Loma Linda, 1924, and licensed in California 
the same year. Doctor Cutler was a member of the San 
Bernardino County Medical Society, the California Medi- 
cal Association, and a Fellow of the American Medical 
Association. 

* 


Gibbs, Roy Struble. Died at San Bernardino, Octo- 
ber 30, 1939, age 69. Graduate of the University of 
Southern California School of Medicine, Los Angeles, 
1901, and licensed in California the same year. Doctor 
Gibbs was a member of the San Bernardino County Medi- 
cal Society, the California Medical Association, and a 
Fellow of the American Medical Association. 


+ 


Hromadka, August Benjamin. Died at Santa Monica, 
October 26, 1939, age 59. Graduate of Northwestern Uni- 
versity Medical School, Chicago, 1907, and licensed in Cali- 
fornia the same year. Doctor Hromadka was a member 
of the Los Angeles County Medical Association, the Cali- 
fornia Medical Association, and a Fellow of the American 
Medical Association. 

* 


McHugh, Thomas Richard. Died at Los Angeles, 
October 21, 1939, age 62. Graduate of the University of 
Michigan Homeopathic Medical School, Ann Arbor, Michi- 
gan, 1901. Licensed in California in 1911. Doctor McHugh 
was a member of the Los Angeles County Medical As- 
sociation, the California Medical Association, and a Fellow 
of the American Medical Association. 

I 


Plymire, David Brandley. Died at Ben Lomond, Octo- 
ber 15. 1939, age 70. Graduate of St. Louis College of 
Physicians and Surgeons, 1895. Licensed in California in 
1898. Doctor Plymire was a member of the San Francisco 
County Medical Society, the California Medical Associ- 
ation, and a Fellow of the American Medical Association. 
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THE WOMAN'S AUXILIARY TO 
THE CALIFORNIA MEDICAL 
ASSOCIATION 


MRS. FREDERICK N. SCATENA. President 
MRS, WILLIAM C. BOECK. Chairman on Publicity 
MRS. KARL O. VON HAGEN..Asst. Chairman on Publicity 


WOMAN’S AUXILIARY— ITS WORK 
AND PURPOSE 


Writing for Los Angeles County physicians and their 
wives in the Bulletin of the Los Angeles County Medical 
Association for August 17, 1939, Mrs. E. Eric Larson, 
President of the Los Angeles Auxiliary, clearly outlines 
the Womans Auxiliary—Its Work and Purpose for us all. 
We give you the following excerpts: 

In 1922 the American Medical Association established a 
Woman’s Auxiliary. The California Medical Association 
created its state unit in May, 1929.... 


The purposes of the organization are stipulated in its 
by-laws : “To bring its membegs into more active affiliation 
with organized medicines. to codperate with other organi- 
zations and with the County Medical Association 
in the promotion of desirable public health and social wel- 
fare work; to initiate or assist in any work that shall be 
approved from time to time by the County Medical 
Association.” 


The membership is composed of “The wives and 
mothers, adult sisters, adult daughters, adult grand-daugh- 
ters, and the widows of members in good standing in the 

County Medical Association (active, associate, or 
honorary). Women having the degree of M.D. shall not 
be eligible to membership. . . . 


The Auxiliary has as its Advisory Board “The Presi- 
dent, Vice-President, and Secretary of the County 
Medical Association. .. . 


The officers of the local Auxiliary are a president, a 
first vice-president, a second vice-president, a recording 
secretary, a corresponding secretary, a treasurer, and six 
directors, who serve for one year... . 


The major activities are carried on through standing 
committees: Membership and Organization, Finance, So- 
cial Activities, Program, Publicity and Publications, Public 
Health Activities, Public Relations, Hygeia, and Speakers’ 
Bureau. 


Special committees are appointed by the president. Those 
now active in the local Auxiliary are: Legislation, Mailing, 
Reservations, Hospitality, Flowers, Ushers. .. . 


The dues of the Woman’s Auxiliary are two dollars per 
year. One dollar of this sum is retained in the local 
treasury. The other dollar is sent to the treasurer of the 
Woman’s Auxiliary to the California Medical Association, 
who retains seventy-five cents for the expenses of the state 
organization, sending the balance of twenty-five cents to 
the treasurer of the Woman’s Auxiliary to the American 
Medical Association... . 


The Board is desirous of availing its organization of the 
influence possible in the greatly increased membership 
which would follow if each doctor urged upon the eligible 
members of his family his wish for their affiliation with 
the group. This support will be assured when the doctors 
are aware that the organization exists to acquaint its mem- 
bers with the many problems affecting the practice of medi- 
cine ; to understand the political issues which influence the 
professional and family life of the doctor; to keep in- 
formed of the scientific progress of the medical profession, 
in so far as is comprehensible to laywomen; to become 
informed of phases of public health; and to enjoy in these 
endeavors the association of those women who, for the 
purpose of evidencing their willingness to serve the medical 
profession, have banded together in the Woman’s Auxiliary. 


CALIFORNIA MEDICAL ASSOCIATION 


STATE OFFICERS AND COUNTY 
PRESIDENTS 


STATE OFFICERS 

President—Mrs. Frederick N. Scatena, 
Street, Sacramento. 

President-Elect—Mrs. A. E. Anderson, Finance Chairman, 
1035 Cambridge Avenue, Fresno. 

First Vice-President—Mrs. Harry O. Hund, Membership 
and Organization Chairman, 1304 Grand Avenue, San 
Rafael. 

Second Vice-President—Mrs. Frank Baxter, Program and 
Health Education Chairman, 33 Bowling Drive, Oakland. 

Recording Secretary—Mrs. G. Wendell Olson, 219 Buena 
Vista Drive, Fullerton. 

Corresponding Secretary—Mrs. George A. Spencer, 1915 
Twenty-first Strect, Sacramento. 

Treasurer—Mrs. C. G. Stadfield, 1314 North Highland Ave- 
nue, Los Angeles. 

Historian—Mrs. Arthur T. Newcomb, 1 Richland Place, 
Pasadena. 

Parliamentarian—Mrs. 
Boulevard, Oakland. 

COUNCILORS-AT-LARGE 

Mrs. H. E. Henderson, Hygeia Chairman, 1600 Oramas 
Road, Santa Barbara. 

Mrs. F. G. Lindemulder, Convention Chairman, 2251 San 
Juan Road, San Diego. 

Mrs. John D. Humber, Public Relations Chairman, 225 May- 
wood Drive, San Francisco. 

Mrs. William C. Boeck, Editor and Publicity Chairman, 
712 North Maple Drive, Beverly Hills. 

DIsTRICT COUNCILORS 

First—Mrs. Harry Huffman, 2340 Riverside Drive, Santa 
Ana, 

Second—Mrs. Horace H. McCoy, 202 Prospect Avenue, Long 
Beach. 

Third—Mrs. Richard McGovney, 
Santa Barbara. 

Fourth—Mrs. J. R. Walker, Route 3, Box 528, Fresno. 

Fifth—Miss Julia Koenecke, 1119 Central Avenue, Salinas. 

Sixth—Mrs. Eugene Kilgore, Public Health Activities 
Chairman, 2417 Green Street, San Francisco. 

Seventh—Mrs. Charles C. Hall, 206 Estates Drive, Piedmont. 

EHighth—Mrs. E. O. Brown, 1430 Firty-sixth Street, Sacra- 
mento. 

Ninth—Mrs. Frank A. Lowe, 2370 Sixteenth Avenue, San 
Francisco. 


1453 Forty-fifth 


Hobart Rogers, 1137 Mandana 


64 Glendessary Lane, 


CoUNTY PRESIDENTS 
Alameda—Mrs. George Calvin, 406 Bellevue Avenue, Oak- 
land. 
Butte—Mrs. N. T. Enloe, 488 East Third Street, Chico. 


Contra Costa—Mrs. Kaho Daily, 2367 Carquinez Avenue, 
Richmond. 


Fresno—Mrs. 
Fresno. 

Kern—Mrs. J. J. McCarthy, 2026 C Street, Bakersfield. 

Lassen-Plumas-Modoc—Mrs. G. R. Fortson, 912 Lassen 
Street, Susanville. 

Los Angeles—Mrs, E. Eric Larson, 126 Fremont Place, Los 
Angeles. 


Marin—Mrs. C, A. DeLancey, 1 Culloden Park Road, San 
Rafael. 


Merced—Mrs., C. E. FitzGibbon, 650 Twenty-sixth Street, 
Merced. 


Monterey—Mrs. Raymond V. Rukke, 135 Franklin Street, 
Monterey. 


Orange—Mrs. Edward Lee Russell, 1439 Louise Street, 
Santa Ana. 


— W. W. Roblee, 3177 Orange Avenue, River- 
side. 


Sacramento—Mrs. Norris R. Jones, 2725 Coleman Way, 
Sacramento, 


San Diego—Mrs. William C. Cooke, 2770 Sixth Avenue, San 
Diego. 


San Francisco—Mrs. Edmund J. Morrissey, 2540 Filbert 
Street, San Francisco. 

San Joaquin—Mrs. Hudson Smythe, 1605 North Hunter 
Street, Stockton. 


San Luis Obispo—Mrs. G. D. Kelker, 1305 Marsh Street, San 
Luis Obispo. 


San Mateo—Mrs. George Sevenman, 225 Catalpa Avenue, 
San Mateo. 


Santa Barbara—Mrs. Edward L. Markthaler, 2304 State 
Street, Santa Barbara. 


Santa Clara—Mrs. Philip L. Wise, 199 South Sixteenth 
Street, San Jose. 


Kenneth J. Staniford, 437 Olive Avenue, 


Santa Cruz—Mrs. Frederick P. Shenk, 450 Escalona Drive, 
Santa Cruz. 


Stanislaus—Mrs. 
Modesto. 

Tulare—Mrs. J. C. McClure, Box 36, Lindsay. 

Ventura—Mrs. A. J. Strong, Santa Paula, 


Hans Hartman, 715 Magnolia Street, 
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Coming Meetings. 

American Medical Association, New York, June 10-14, 
1940. Olin West, M.D., Secretary, 535 North Dearborn 
Street, Chicago, Illinois. 

California Medical Association, Hotel Del Coronado, 
Coronado, May 6-9, 1940. George H. Kress, M. D., Secre- 
tary, 450 Sutter Street, San Francisco. 

Association of Western Hospitals, Hotel Biltmore, Los 
Angeles, April 8-11, 1940. Thomas F. Clark, Executive 
Secretary, 1182 Market Street, San Francisco. 


Medical Broadcasts.* 


American Medical Association Broadcasts: “Medi- 
cine in the News.”—The American Medical Association 
and the National Broadcasting Company have announced 
“Medicine in the News,” on timely topics from medical 
news of the week. Thursdays, 4:30 p. m., Eastern standard 
time (1:30 p. m., Pacific standard time), Blue Network— 
Coast to coast; thirty weeks, opening on November 2, 
1939; facts, drama, entertainment, music. 


to ine 


Los Angeles County Medical Association. 


The radio broadcast program for the Los Angeles County 
Medical Association for the month of December is as 
follows: 


Saturday, December 2—KFI, 9:45 a. m., The Road of 
Health; KFAC, 10:30 a. m., Your Doctor and You. 

Wednesday, December 6—KECA, 11:15 a. m., The Road 
of Health. 

Saturday, December 9—KFI, 9:45 a. m., The Road of 
Health; KFAC, 10:30 a. m., Your Doctor and You. 

Wednesday, December 18—KECA, 11:15 a. m., The Road 
of Health. 

Saturday, December 16—KFI, 9:45 a. m., The Road of 
Health; KFAC, 10:30 a. m., Your Doctor and You. 

Wednesday, December 20—KECA, 11:15 a. m., The Road 
of Health. 

Saturday, December 23—KFI, 9:45 a. m., The Road of 
Health; KFAC, 10:30 a. m., Your Doctor and You. 

Wednesday, December 27—KECA, 11:15 a. m., The Road 
of Health. 

Saturday, December 30—KFI, 9:45 a. m., The Road of 
Health; KFAC, 10:30 a. m., Your Doctor and You. 


Brochure on “Suggestions Concerning the Selection, 
Construction, and Operation of Recreational Camps.” 
An interesting leaflet of some thirty pages on the above 
topic has recently been brought off the press by J. C. Geiger, 
M.D., Director of the Department of Public Health of 
San Francisco. Among major topics discussed are the fol- 
lowing: Selecting and Caring for the Site; The Water 
Supply ; Disposal of Fecal Wastes; Disposal of Garbage 
and Rubbish; The Milk Supply; Other Foods; Control 
of Flies, Mosquitoes, Other Insects and Vermin; Struc- 
tures for Kitchens; Artificial Swimming Pools; Special 
Provisions for Children’s Camps. A list of references is 
also given. 


*County societies giving medical broadcasts are re- 
quested to send information as soon as arranged (stating 
station, day, date and hour, and subject) to CALIFORNIA 
AND WESTERN MEDICINE, 450 Sutter Street, San Francisco, 
for inclusion in this column. 
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Low Cost Medicine for Farms Urged.—Oroville, No- 
vember 3.—Butte County Farm Bureau directors yesterday 
adopted a resolution urging a program of low-cost hospi- 
talization and medical care for farm families. The reso- 
lution will be presented for additional approval at the 
California Farm Bureau Federation convention in San 
Diego on November 12 to 16. 

The directors protested the practice of establishing a 
minimum wage scale for relief recipients which will “make 
such work more attractive than private employment.”— 
Sacramento Union, November 4. 


Professions to Banquet.—Lawyers, doctors, and den- 
tists of San Francisco today prepared for the first inter- 
professional banquet in city history, scheduled for De- 
cember 7 at the Palace Hotel Gold Room. 

Initiated by the San Francisco Bar Association, headed 
by President Hartley F. Peart, the event is inspired by 
the wish for closer harmony and better mutual understand- 
ing between members of the three leading professions. 

Only three speeches will be made, it was promised, while 
guests will be “dealt out” so that all three professions are 
represented at each dinner table. 

Cooperating organizations are the San Francisco County 
Medical Society, headed by Dr. Edwin L. Bruck, presi- 
dent, and Dr. Henry Garland, secretary ; and the San Fran- 
cisco District Dental Society, headed by Dr. Elwood Frates, 
president, and Dr. L. R. Musser, secretary.—San Francisco 
Call-Bulletin, November 13. 


Doctors Go to School.—About seven thousand phy- 
sicians and surgeons, who believe they are never too old 
to learn, assembled in Chicago the other day to participate 
in a six-day postgraduate course. Medical men from all 
over the world converged on Chicago to check up on new 
developments in the profession during the past year. 

New drug compounds, new therapeutic devices, new 
treatments, new antitoxins, are being discovered all the 
time. The training physicians receive in medical schools 
becomes only background for deeper study. And the Chi- 
cago meeting is not a pink tea affair nor a hilarious vacation 
away from duty. It is an earnest study session. 

A few other professions might take a clue from the 
doctors. Instead of gathering annually for a few hours of 
perfunctory sessions and an endless succession of social 
functions, they might devote themselves to some solid days 
of studying the new developments in their respective fields. 
Keeping up with their own worlds is just as important for 
lawyers, accountants, engineers, bankers, and real estate 
men as it is for medical men. And a lot of educators could 
well take postgraduate courses in economics, sociology, and 
political science, almost any time—Santa Ana Register, 
November 14. 


Health Setup for Jobless Is Urged.—San Francisco, 
November 15 (UP).—The need for a state-wide program 
of medical aid for the unemployed and migrants of Cali- 
fornia was emphasized today by Dr. A. E. Larsen, Medical 
Director of the State Relief Administration, in an address 
before the Public Health League of California. 
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Doctor Larsen said the growth of unemployment and 
relief in the state since 1930 had created an entirely new 
health problem—medical care for indigents. 

“Improve the health of indigents 50 per cent,” he said, 
“and you will improve general health 100 per cent.” 

He urged a permanent indigent health program, oper- 
ating on an independent basis, and giving complete medical 
care for the needy through a system of clinics located 
throughout the state. 

Doctor Larsen said low standards of health among Cali- 
fornia’s unemployed constitute a menace to general health. 

The $2,000,000 spent each year in California by state 
and federal agencies is not sufficient to meet the indigent 
problem, he said, and the $750,000 spent by the State Re- 
lief Administration each year on medical care for relief 
clients is limited primarily to emergency treatments with 
no provisions for hospital care or the correction of chronic 
physical disabilities. 

Doctor Larsen advocated a $2,000,000 SRA medical pro- 
gram, giving complete care for relief clients. He said the 
program would have millions of dollars in tax funds by 
preventing sickness and restoring working ability to those 
forced to go on relief through physical ailment—Hanford 
Sentinel, November 15. 





University of California Medical School: Course.— 
The University of California Medical School will offer a 
course for general practitioners at the University of Cali- 
fornia Hospital in San Francisco from January 3 to 6, 
1940. The subject will be “Recently Acquired Knowledge 
Applicable in Practice.” The course has been designed to 
meet the needs of the physician in private practice. Many 
of the discussions will be illustrated by patients, lantern 
slides, and pathological material. It is anticipated that there 
will be a large attendance. 





Shellfish Quarantine Ends.—The order issued by the 
California Board of Public Health on May 31, 1939, estab- 
lishing the quarantine of all mussels along the ocean shore 
of California, extending from the southern boundary of 
Los Angeles County north to the California-Oregon bound- 
ary, with the exception of the bay of San Francisco; and 
the order issued on June 27, 1939, establishing the quaran- 
tine of all clams and oysters from the ocean shore of 
Monterey and Santa Cruz counties were rescinded on 
September 30, 1939. 





Meetings on Health Museum: Would Represent the 
Entire West.—Museum directors and medical leaders in 
the city are busy with conferences over a plan that concerns 
both groups—a Museum of Public Health, representing 
California and the entire West and dedicated to educating 
the public on health problems. 

A meeting of health agency representatives, sponsored by 
the American Public Health Association, Western branch, 
brought the museum plan to light recently during an ad- 
dress by Dr. Guy S. Millberry, Chairman of the Associ- 
ation’s Public Health Committee. Under consideration for 
several years, he said, the exhibits of medical science from 
the Exposition might form a workable nucleus for the 
display. Tentative plans were for health directors to affili- 
ate with the California Academy of Sciences in laying 
plans for the museum.—San Francisco News. 





Public Health Museum. — Cooperation between the 


Western Branch, American Public Health Association, ° 


and the California Academy of Sciences to establish here 
a museum of public health and hygiene, as suggested at a 
meeting last week, would seem to assure success of the 
project. 
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As to the desirability of such a museum, both from the 
standpoint of public health education and interest in the 
exhibits at the Academy’s building in Golden Gate Park, 
there can be no question. 

No more convincing proof of this could be asked than 
the great popular interest taken in the public health ex- 
hibits in the Hall of Science at the Exposition. 


It is these exhibits the promoters of the plan are count- 
ing on to form the nucleus of a permanent display for San 
Francisco, to be housed, preferably, in the Academy’s 
museum. 


We would like to see the fullest codperation by the two 
organizations named and the city authorities toward adding 
this further important facility to the public education sys- 
tem of San Francisco.—San Francisco News, November 13. 





American Laryngological, Rhinological, and Oto- 
logical Society, Inc.: Program of the Western Sectional 
Meeting.—The meeting will be held on Friday and Satur- 
day, January 26 and 27, 1940, in Los Angeles, under the 
chairmanship of Pierre Viole, M.D. Headquarters for 
the meeting will be the Los Angeles County Medical As- 
sociation Building, 1925 Wilshire Boulevard, Los Angeles. 
The meeting will commence on Friday noon. The program 
follows: 


Luncheon. 


Welcoming Address, by J. MacKenzie Brown, M. D., Presi- 
dent-Elect. 


Business Meeting. 


Labyrinthine Examinations in Aviation, by William J. Mc- 
Nally, M. D., Montreal, Quebec, Canada. 

A Brief Critique of Some of the Therapeutic Measures Now 
in Vogue in Otolaryngology, by George L. Tobey, Jr., 
M. D., Boston, Massachusetts, 

Nystagmography: A Method for the Graphic Recording of 
Postrotatory and Caloric Nystagmus, by Fred H. Linthi- 
cum, M. D., Los Angeles. 

Discussion by William J. McNally, M.D., Montreal; 
Isaac H. Jones, M. D., Los Angeles. 


Tumor of the Pituitary Gland, Paget’s Disease, and Abscess 
of the Sphenoid Sinus, with Case Report, by C. W. Pond, 
M. D., Pocatello, Idaho. 

Discussion by Colby Hall, M. D., Los Angeles; Fred H. 
Linthicum, M. D., Los Angeles, 

The Allergic and Nonallergic Nose (Physiology ), by Robert 
R. Montgomery, M. D., Long Beach. 

Discussion by Charles C. Coghlan, M. D., Los Angeles ; 
Victor C. Goodhill, M. D., Los Angeles. 

Recent Experience with Facial Nerve Repair, by Robert C. 
Martin, M. D., San Francisco. 

Discussion by Pierre Viole, M. D., Los Angeles ; George 
Patterson, M. D, Los Angeles. 


Evening—Dinner Dance at Earl Carroll’s Theater. 


SATURDAY MORNING—PROMPTLY AT 9:30 A. M. 
(Morning Session Only) 
Osteomyelitis of the Frontal Bone, with Case Reports, by 
Arthur C. Jones, M. D., Boise, Idaho. 
Discussion by David Higbee, M. D., San Diego; Joseph 
B. Stevens, M. D., Los Angeles. 
The Lempert Operation, with Case Reports, by Frederic G. 
Sprowl, M. D., Spokane, Washington. 
Discussion by Sylvan S. Goldberg, M. D., Los Angeles; 
Simon Jesberg, M. D., Los Angeles. 
Osteogenesis of Experimental Fistulae, by Louis K. Guggen- 
heim, M. D., Los Angeles. 
Discussion by Clarence M. Hyland, M. D., Los Angeles; 
Edward C, Sewall, M. D., San Francisco. 
Osteoma of the Mazillary Sinus, with Case Report, by 
Aubrey G. Rawlins, M. D., San Francisco. 
Discussion by Harold A. Fletcher, M. D., San Fran- 
cisco ; William J. Mellinger, M. D., Santa Barbara. 
Selection of Treatment for Carcinoma of the Larynx, by 
Simon Jesberg, M.D., Los Angeles. 
Discussion by Ben R. Dysart, M. D., Pasadena; Har- 
rington B. Graham, M. D., San Francisco. 
Arrangements to play golf will be made for those desiring 
to do so on Saturday afternoon. 


Entertainment will be provided for the ladies on Friday 
afternoon and Saturday. 
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Dr. W. A. Swim Named on Board of Medical Ex- 
aminers.—Appointment of Dr. W. A. Swim, Los Angeles 
physician who attended Governor Culbert L. Olson fol- 
lowing his illness in Sacramento, as a member of the State 
Board of Medical Examiners, was announced today. .. . 
—Los Angeles Herald and Express, November 3. 





“Recently Acquired Knowledge Applicable in Prac- 
tice.’—The University of California Medical School an- 
nounces a series of talks to be given at the University of 
California Hospital, Medical Center, San Francisco, on 
January 3 to 6, 1940. The arrangements for the course 
will be under Dr. G. E. Hein. Further information may 
be obtained by writing to University of California Medical 
School, The Medical Center, San Francisco. 





Initiative Reform Urged.—New pension plans and cure 
of the initiative evil today occupied the interest of state 
business and political circles as Tuesday’s election became 
history: ... 

With results of the Tuesday, November 7, 1939, election 
99 per cent tabulated, the Associated Press reported the 
following : 






Proposition For Against Precincts 
Ham and Eggs, 1.......... 975,410 1,883,484 10,938 
Chiropractic, 2 785,269 1,852,902 10,931 
Loan Act, 3 1,814,133 727,725 10,931 
Loan Act, 4 1,811,768 712,963 10,934 
Oil Bill, 5 1,078,870 1,723,990 10,934 





—San Francisco Call-Bulletin, November 10. 





“Health Officers’ Manual.”—The latest book authored 
by Dr. J. C. Geiger, Director of the San Francisco De- 
partment of Health, was recently given high praise by 
The Journal of the American Medical Association. 

Titled “Health Officers’ Manual,” the book was pub- 
lished by W. B. Saunders Company of Philadelphia and 
London. 


“The manual is well written, is easily read, and should 
serve as a useful guide to health officers in the adminis- 
tration of a balanced public health program,” the review 
in the Association journal states. 

“While primarily intended for those actively engaged in 
public health activities, this manual could be read with 
interest by the average lay person and would give him, in 
not too complicated form, a sufficiently comprehensive idea 
of modern trends in public health,” the review concludes. 


The manual presents a comprehensive outline for oper- 
ation of a health department:—San Francisco Examiner, 
November 14. 





American Academy of Ophthalmology.—Dr. Frank 
R. Spencer of Boulder, Colorado, was chosen president- 
elect of the American Academy of Ophthalmology and 
Otolaryngology at the annual session in Chicago, Wednes- 
day night, October 11... . 

The Academy also decided to act as sponsor for a pro- 
posed Pan-American congress of ophthalmology and oto- 
laryngology. South American physicians attending the 
meeting in Chicago will arrange for the attendance of 
delegates from their respective countries to such a congress 
to be held in connection with the next meeting of the 
Academy, it was said. 

It is understood that invitations to each of the countries 
concerned will have the sanction of the Department of 
State and will be forwarded through diplomatic channels. 


Other officers elected were Drs. Arthur W. Proetz of 
St. Louis, first Vice-president ; Joseph F. Duane of Peoria, 
Illinois, second vice-president ; and Charles T. Porter of 
Boston, third vice-president; Secord H. Large of Cleve- 
land, comptroller; and William P. Wherry of Omaha, 
Nebraska, executive secretary, reélected. The headquar- 
ters office is 1500 Medical Arts Building, Omaha, Nebraska. 


Vol. 51, No. 6 


Dr. Erling W. Hansen of Minneapolis was elected secre- 
tary for public relations, succeeding Dr. Ralph A. Fenton 
of Portland, Oregon, who resigned. The following secre- 
taries were reélected : Drs. William L. Benedict of Roches- 
ter, Minnesota, for ophthalmology; John L. Myers of 
Kansas City, Missouri, for otolaryngology ; Dean M. Lierle 
of Iowa City, for instruction in otolaryngology ; and Albert 
D. Ruedemann, for instruction in ophthalmology. Dr. 
Albert C. Snell of Rochester, New York, was elected a 
member of the Academy’s governing council, and Dr. 
Frederick C. Cordes of San Francisco, to represent the 
Academy on the American Board of Ophthalmology. . . . 





Humboldt County Medical Society Entertains Guest 
Speakers.—This evening, in the Eureka Inn, the Humboldt 
County Medical Association will hold their annual dinner 
and business meeting, at which Dr. Charles A. Dukes of 
San Francisco will address the group. 

Doctor Dukes, President of the California Medical As- 
sociation, will discuss the gathering on business affairs 
pertaining to the Association’s policies. 

Others who will speak include Dr. George H. Kress, 
Secretary of the California Medical Association, and Dr. 
Henry S. Rogers, District Councilor. 

Following the dinner meeting the annual scientific session 
will be held. At this time Dr. Albert Rowe of Oakland 
will discuss the subject, “Clinical Allergy.” 

Presiding at the session will be Dr. Samuel P. Burre, 
President of the Humboldt Medical Association. He will 
be assisted by Dr. John S. Chain, vice-president; Dr. J. S. 
Woolford, secretary ; and Dr. John Lane, treasurer. 

While the men are conferring, their wives will be meet- 
ing at 7:30 at the Inn, where they will discuss the possi- 
bility of forming a Woman’s Auxiliary to the California 
Medical Association for Humboldt. 

Mrs. B. M. Marshall will be in charge, with Mrs. Harry 
O. Hund of San Rafael as the principal speaker —Eureka 
Times, November 2. 


California Syphilis Law.—“Young couples facing mar- 
riage are beginning to realize California’s law requiring 
premarital tests for syphilis is beyond reproach. They 
know they are viewed with suspicion if they go to Reno 
for the ceremony.” 

Thus spoke Dr. W. M. Dickie, Director of the State 
Department of Public Health, as he announced results of 
the law which has been in effect since September 19. 

Of the 9,395 persons who received the premarital tests, 
118, or 1.25 per cent, gave a positive reaction to a Wasser- 
mann test. 

“Most states have found that from 1 to 2 per cent of the 
premarital tests are positive. Thus the early California 
results indicate the law is working smoothly, efficiently, 
and normally, despite the fact it has been in effect less than 
two months,” said Doctor Dickie. 

“Reports, while not complete, indicate the drop in mar- 
riages is not as great as had been anticipated by persons 
opposing the law. Several factors now at work should 
bring the marriage rate back to normal within a few 
months.” 

Despite a ruling by Attorney-General Earl Warren that 
state and local Departments of Health are not compelled 
by law to give initial blood tests, Doctor Dickie said such 
service must be provided by the laboratories to qualify for 
federal money in the venereal disease control program. 





Dr. Walter Scott Franklin Addresses Three Civic 
Meetings in San Diego.—Dr. Walter Scott Franklin of 
Santa Barbara, Vice-President of the California Safety 
Council, appeared recently at three public meetings in San 
Diego County in the interest of the traffic accident pre- 
vention program of the California Safety Council. 
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Meetings addressed by Doctor Franklin included the 
Associated Chambers of Commerce of San Diego County, 
the San Diego Kiwanis Club, and San Diego Optimist 
Club. 

Highlights of Doctor Franklin’s safety addresses at San 
Diego were: ; 

1. Necessity for impressing into service technically quali- 
fied persons to evaluate the traffic accident problem and 
project constructive programs with citizen codperation. 

2. Development of a community safety consciousness 
to be maintained every day throughout the year, so that 
motorists and pedestrians may consciously codperate in 
avoiding accidents and thus strive for an “accident-free 
city.” 

3. A progressive synchronized “stop” and “go” signal 
system to facilitate traffic movement. 

4. Establishment of scholarships and foundations in 
traffic research and safety education to provide a corps of 
experts in this highly complex field of traffic control and 
regulation. 


Treadway Draws Grim Picture of United States 
Mental Status.—One out of every twenty-two children 
born today will become a patient in a mental hospital, 
according to present authoritative data. According to the 
same data, 1,000,000 children now in public schools will 
suffer a mental breakdown some time in their lives, unless 
something is done about it. This was stated in a recent 
lecture by Dr. Walter L. Treadway, chief medical officer 
of the United States Public Health Service and lecturer in 
psychiatry in the University of California Medical School. 

The number of mental cases per 100,000 population is 
now more than four tithes what it was eighty years ago. 
It is now necessary to spend more than $200,000,000 an- 
nually for mental patients who require segregation. 

Regarding the treatment of mental ailments, Doctor 
Treadway said: 

“If physicians of today and tomorrow are to fulfill their 
responsibility, then it is necessary that they take cognizance 
of the forces at work in their community as they affect 
their patients. Mass study of such forces, however, is a 
function peculiar to the discipline of epidemiology and 
sociology. 

“The recognition, care and treatment of mental illness 
implies a knowledge of these conditions. While it is true 
that no state legislature has kept pace with the needs of the 
mentally ill, nevertheless in those states where mental health 
administration is directed by medically trained persons, the 
facilities and public policies affecting the mentally ill are 
far ahead of those jurisdictions where hospital facilities 
alone represent the assumed total of a community’s obli- 
gation and responsibility toward mental disease and dis- 
order.” 





Tuberculosis Signposts.—The sale of Christmas Seals 
in California in 1938 realized more than $360,000, and we 
hope that this year’s sale will realize more than $400,000. 

The 1938 sale, which was a record, is concrete evidence 
of successful work in arousing the codperation of the 
people of California in the long war against tuberculosis. 

We of the city, county, and state associations know how 
invaluable the activities of the army of volunteer health 
workers are to our cause, and how much the efforts of 
these volunteers have contributed in making our battle a 
winning battle. We also know that without the financial 
support provided by the sale of seals each Christmastide, 
our work could not be carried out as it has been and must 
continue to be. 

You, who, through your local associations, have given 
unselfishly all this year of your time, your skill, and your 
energy; who have carefully built mailing lists, conducted 
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health education programs, done, the thousand-and-one 
other things you were happy to do—you have earned the 
right to know on what we base our estimate that the 1939 
Christmas Seal sale will produce an increase in excess of 
10 per cent over that for 1938. 

Plan as skillfully as we may, work as industriously as 
we can, if business conditions in California are not good, 
our sale of seals will be necessarily limited. Therefore, it 
is pertinent to examine the evidence of improvement in 
general business in the state. We offer the following items 
as illustrative of general improvement : 

First : Retail sales in California are approximately 5 per 
cent ahead of last year. 

Second : Loadings of incoming freight are at their highest 
point since 1929. 

Third: Bank debits (an index of money turnover) in the 
fifteen principal cities of California for the week ending 
September 27 were 13.9 per cent ahead of the correspond- 
ing week in 1938. 

Fourth: Prices of agricultural products are showing a 
steady increase due to conditions in Europe. 

Fifth: Sales of automobiles for the first eight months 
of 1939 are 18 per cent ahead of the corresponding period 
last year. 

Sixth: A survey recently completed of business and 
industrial leaders in the state disclosed these predictions 
for the last six months of this year, as compared to the 
second half of last year, namely, that general business will 
show a gain of 9 per cent; pay rolls, 4 per cent; and em- 
ployment, 4 per cent. 

Here, then, are the signposts on the road of the financial 
progress of our state. We know, and you must realize that 
they point to our success. Let us resolve not to fail this 
year, but rather, through our united efforts, achieve our 
goal—News Letter, California Tuberculosis Association. 





Medical Chief of Farm Health Group Is Named.— 
San Francisco, November 8—The appointment of Dr. 
A. E. Larsen as medical director of the Agricultural 
Workers Health and Medical Association in California 
and Arizona was announced here today by Laurence I. 
Howes, Jr., acting regional director of the Farm Security 
Administration. 

In connection with those cities, Larson also will be the 
medical consultant to the FSA in the western region. .. . 

The Agricultural Workers Health and Medical Associ- 
ation is a quasi-public corporation administered by the 
FSA, the State Relief Administration, California Medical 
Association, and the State Department of Public Health. 
Its medical aid is extended exclusively to rural areas among 
agricultural workers and other low-income farm groups. 


Issues Statement 


In commenting on his appointment, Larsen stated : 

This medical association opens new horizons in the field 
of public health service, particularly among migratory 
workers. Its purpose is to preserve health and provide a 
minimum of medical care for persons who have been unable 
to afford the standards of care which American civilization 
demands. 

“Such a program pays dividends because it not only im- 
proves individual health, but also safeguards public health 
generally,” said Doctor Larsen. “By seducing disease and 
preventing the spread of epidemics, hundreds of thousands 
of dollars are saved for taxpayers. Moreover the tre- 
mendous load on county hospitals is lightened.” 

Twelve offices have been established in California for 
the administration of the service. Any eligible worker in 
need of medical care receives a membership card in the 
Association entitling him to treatment by a physician of 
his own chofce, whom he selects from a professional 
panel.—Modesto Bee and News Herald, November 8. 
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LETTERS 


Subject: Purpose and need of support to “National 
Physicians’ Committee for the Extension of Medical 
Service.” 

(copy) 


NATIONAL PuysIcIANns’ COMMITTEE FOR THE 
EXTENSION OF MEDICAL SERVICEt 


A nonpolitical, nonprofit organization for maintaining 
ethical and scientific standards and extending medical 
service to all the people 
John M. Pratt, Executive Administrator 


Chicago, November 16, 1939. 

To the Editor:—Enclosed is a little booklet, “The 
Achilles Heel of American Medicine.”* It can be read in 
five minutes. Quickly, concisely, it gives the details of a 
situation that is of vital importance. We believe you will 
be interested. 

The folder attached lists the personnel of the initial 
Central Committee of this group that has undertaken to 
seriously consider and effectively deal with this truly im- 
portant problem. It is a gigantic and difficult task that has 
been undertaken. 

This is not just another appeal for money. It is sent in 
the hope and expectation of vigorous support and codper- 
ation. To a large extent, the degree of effectiveness—or 
lack of it—will be determined by the energy that must be 
used in merely securing financial support. 

Will you please read the little booklet twice? Will you 
carefully consider the stated objectives and appraise the 
personnel? Then, if you are in sympathy, will you use the 
little slip enclosed and on it indicate the extent of the sup- 
port you will give? 

The Committee’s first bank deposit was $4,000—four one 
thousand dollar checks. One of these was from a well- 
known clinic. There will be important lay support of this 
effort—If the doctors do their part. We need $250,000. 

There are two needs. First, for immediate funds for 
preliminary efforts; second, for sustaining funds payable 
quarterly or monthly. Some can aid to the extent of $1,000 
or more; some $500; some $100; others to the extent of 
$50, $25, $10, or $5. We want support only in proportion 
to ability. We hope you will feel that, in this case, gener- 
osity will be well justified. 

Please, may we have your opinion—and your contri- 
bution in an amount as large as you can afford. 

700 North Michigan Avenue. 

Sincerely yours, 
NATIONAL PuysIciANs’ COMMITTEE FOR THE 
EXTENSION OF MEDICAL SERVICE. 

N. S. Davis, III, Treasurer. 


y <F- 4e 


(copy) 
November 2, 1939. 

To the Editor:—The men within the medical profession 
must determine what its future is to be. In this belief, 
steps have been taken to set up an organization of phy- 
sicians whose purpose is to make every effort to safeguard 
the independence and the standards of American Medicine, 
and to aid in providing the public with the utmost in medical 
service. 

These preliminary steps have resulted in establishing an 
initial executive board. Its personnel is shown on this 


* The brochure, “The Achilles Heel of American Medi- 
cine,” appears in this issue on page 360. 


+ Executive Board: Dr. Edward H. Cary, chairman, 
Dallas; Dr. Austin Hayden, secretary, Chicago; Dr. N. S. 
Davis, III, treasurer; Dr. Irvin Abell, Louisville; Dr. F. F. 
Borzell, Philadelphia; Dr. William F. Braasch, Rochester ; 
Dr. John A. Hartwell, New York; Dr. Roger I. Lee, Boston; 
Dr. Alphonse McMahon, St. Louis; Dr. E. H. Skinner, Kan- 
sas City; Dr. Charles B. Wright, Minneapolis. 
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letterhead. The general outline of its objectives is enclosed 
in the form of a memorandum. Please read it carefully. 
The Executive Committee has invited John M. Pratt, 
formerly Director of Activities of the Physicians’ Com- 
mittee for Free Enterprise in Medicine, to act as exécu- 
tive Administrator. Mr. Pratt has resigned from the 
National Committee to Uphold Constitutional Government 
in order to accept this invitation. ... 
Sincerely yours, 
NaTIONAL PuysicriaAns’ COMMITTEE FOR THE 
EXTENSION OF MEDICAL SERVICE. 
Austin Hayden, Secretary. 


Subject: Examinations for registered nurses. 
Tue Catirorn1A State Nurses’ Association, Inc. 


San Francisco, November 10, 1939. 

To the Editor:—May we ask that you publicize the 
following information, as we believe physicians will be 
interested in helping older nurses not registered to become 
registered nurses. 

A special examination for graduate nurses who are not 
now registered but wish to continue to practice as graduate 
nurses after March 1, 1940, will be held on January 24, 1940. 

This is of interest particularly to nurses who have been 
graduated for some time. Applications may be secured 
from Board of Nurse Examiners, 515 Van Ness Avenue, 
Room 210, San Francisco; State Building, Los Angeles, 
Room 906; State Office Building, Sacramento, Room 401. 

Completed applications must be on file in Sacramento 
not later than January 3, 1940. 

609 Sutter Street at Mason. 

Sincerely yours, 
Harriott L. P. Frrenp, 
Director at Headquarters. 


Subject: 1939 Christmas Seal sale of the California 
Tuberculosis Association. 


CALIFORNIA TUBERCULOSIS ASSOCIATION 


San Francisco, November 10, 1939. 
To the Editor:—We are sending you the enclosed copy 
with the hope that you might find space for it in the De- 
cember issue of CALIFORNIA AND WESTERN MEDICINE. 
Your generous codperation in carrying material about 
our work and annual Seal sale in past years has prompted 
us to again seek your assistance. 
45 Second Street. 
W. F. Hicsy, Executive Secretary. 


e 
(copy) 


TUBERCULOSIS AND THE ADULT 


The program of the California Tuberculosis Association 
is generally known to physicians throughout the state. 
They are familiar with school tuberculosis examinations 
sponsored by local medical societies and partly or wholly 
financed by Christmas Seal funds in nearly every county 
in the state. These are conducted to demonstrate the value 
of the tuberculin test and chest x-ray as a case-finding and 
health education procedure. They are also familiar with 
the follow-up school program in which public health nurses 
are hired to contact the family of students who react to 
the tuberculin test, and endeavor to bring the whole family 
to their own doctor for examination. 

Last year 84,887 students and school employees were 
examined by tuberculosis associations in California work- 
ing in codperation with state and local medical associ- 
ations, health departments, school departments, and civic 
organizations, Of the total tested, 17,676, or 21 per cent, 
reacted, and 234 cases of adult type tuberculosis were dis- 
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covered. Testing was done in fifty counties. To date, more 
than 300,000 have been tested in school surveys conducted 
in this state. 

Also familiar to physicians are the medical meetings 
and consultative clinics on tuberculosis which the Cali- 
fornia Tuberculosis Association has arranged in all parts 
of the state upon the invitation of local county medical 
societies. Physicians and chest specialists have now con- 
ducted consultative clinics in all but three counties in the 
state. 

As the value of school surveys, follow-up programs and 
consultative clinics has been demonstrated, the tuberculosis 
associations in California are turning to the medical pro- 
fession for advice in another phase of the tuberculosis 
control problem—that of adult health education and case 
finding. 

Domestic help is not an infrequent source of infection 
of children. The fact that cooks and waiters show the 
third highest rate of mortality from tuberculosis of all 
employed groups is occasion for serious thought. Indus- 
trial workers represent a large segment of our population 
which needs to know about tuberculosis prevention and 
control. Examinations among these groups will apparently 
reveal a much higher proportion of active cases than have 
been brought to light in the schools. 


Recently compiled statistics show us that while tubercu- 
losis is a greater danger to the young woman than the 
young man between the ages of 15 and 30 years, it is of 
greater danger to young men after thirty. It is after thirty 
that heavy demands are made upon the man’s physical 
reserve. As the provider for the family, his efforts are 
expended upon holding his job. The demands of his work, 
continued physical and mental strain, combined with the 
fact that he too often is unwilling or unable to keep in 
optimum physical condition, tend to decrease his power of 
resistance to disease. At this time of life he fails to heed 
the subtle signs of approaching illness. 


These facts point to the importance of an intensive 
industrial program designed both to disseminate health 
education and to induce many industrial workers to be ex- 
amined by their family physicians. Plans are now being 
made by tuberculosis associations in California for the 
1940 Early Diagnosis Campaign which will place emphasis 
upon adults and stress as its theme, “The X-ray Reveals 
Tuberculosis Before Symptoms Appear.” For this cam- 
paign, which is held every spring, intensive medical and 
educational programs are prepared. 

The success of the annual campaign in California is due 
to the full and generous codperation of the medical pro- 
fession. Not only do local physicians in all parts of the 
state take an active part in planning the programs of local 
associations, but they are untiring in the services which 
they perform in carrying out these programs. 

As the emphasis of the voluntary tuberculosis program 
supported by the annual sale of Christmas Seals turns to 
the problem among adults, the initiative of the family phy- 
sician becomes increasingly more important. Because the 
physician is already taking a leading réle in the definition 
and administration of such adult programs, we may look 
with confidence for a continued reduction in the tubercu- 
losis death rate. 


Subject: Epilepsy reportable: Definition. 
STATE OF CALIFORNIA 
Boarp oF Pusiic HEALTH 
SACRAMENTO 


San Francisco, November 3, 1939. 
To the Editor:—At its regular meeting held October 7, 
1939, the California State Board of Public Health defined 
“epilepsy” by regulation as follows: 
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“Any condition which brings about momentary lapses of 
consciousness, and which may become chronic, shall be 
considered reportable under the term ‘epilepsy.’ ” 

The California Legislature of 1939 made epilepsy a re- 
portable disease in California, and physicians are now 
required to report cases to the local health officers, who 
will, in turn, report to the California State Department of 
Public Health. 

That department will advise the State Department of 
Motor Vehicles of cases reported in individuals whose age 
entitles them to receive licenses to drive automobiles. Such 
licenses may not be issued to individuals whose physical 
condition might lead to traffic accidents, and it is antici- 
pated that the official reporting of epilepsy will lead to 
effective results in making state highways more safe. 

313 State Building. 

Very truly yours, 
W. M. Dickie, Executive Officer. 


Subject: Prevention of traffic accidents. 


(copy) 
CALIFORNIA SAFETY CouncIL, INc. 
“A Statewide Citizens’ Traffic Accident Prevention 
Agency” 
November 1, 1939. 

To the Editor:—California is faced with one of the 
worst accident records in its history as 1939 draws to a 
close. 

To help combat careless and indifferent driving and 
walking, and to stem the tide of traffic casualties in so far 
as we can, we have made arrangements with Foster and 
Kleiser for the posting of a series of billboards through- 
out the state, directing attention to some of the funda- 
mentals of safe driving. 

The space is to be donated by Foster and Kleiser as their 
contribution to public safety. ... 


1 Drumm Street, San Francisco. 
610 South Main Street, Los Angeles. 


Sincerely yours, 
Frep D. Parr, President. 
? ¢ # 
(copy ) 


SAFER Drivinc: Ways IN WuicH ALL Mororists 
May HeEtp 


“The problem of accident prevention may be likened to 
that involved in an epidemic which can be controlled, not 
only by a strictly scientific approach by well-qualified phy- 
sicians and many other medical specialists and sanitary 
engineers, but also by the willing codperation of the vast 
majority of our citizens—in our case by drivers and 
pedestrians.” 

So said George E. Coleman, Director, the other day in 
announcing the appointment by the California Safety 
Council of a special committee to seek greater safety in 
motoring. 

He pointed out that the great majority of the public is 
fully competent to take to itself any new conditions or 
restrictions in driving now on the statute books, or to be 
placed there. 

There are, however, after making due allowance for 
those willing and anxious to codperate in safety measures, 
about “10 per cent of drivers who, because of low-grade 
intelligence or other anomalies, are not amenable to edu- 
cation” ; and these, “if we continue to allow them to drive, 
must remain a menace on our highways.” 

The new committee plans to accumulate more data con- 
cerning the rdle played by physical disabilities, such as 
impaired eyesight, nervous, mental, circulatory and other 
disorders, as well as the age factor. 

It is urged by Mr. Coleman that licenses should be issued 
at least once a year, and perhaps oftener. 
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Faulty hearing, he says, is not a handicap like faulty 
eyesight, as deaf-mutes “have proved themselves nearest 
perfect in all Pennsylvania’s thousands of motorists, ac- 
cording to statistics compiled by the Keystone Automobile 
Club.” 

The Committee will further inquire into the issuance of 
licenses, correlation of accident records, effect of the prac- 
tice of recording law infractions or accident records on 
the back of:drivets’ licenses; and various other conditions. 

The Committee has a big job cut out for itself, and its 
report when made will demand attention by all interested. 


7 1e,  ¢ 


(copy) 


‘ 


Wack WirtH Care, Sarety Councit URGEs; 
PEDESTRIAN DANGER TOLD 


Most persons killed or injured in traffic accidents in cities 
are pedestrians, and most of these accidents occur after 
dark, according to the California Traffic Safety Council 
which is aggressively conducting a compaign to advise 
pedestrians and motorists to codperate in avoiding such 
accidents. 

The Safety Council -points out that in some metropolitan 
areas 79 per cent of the pedestrians involved are killed at 
night. The Safety Council suggests that pedestrians can 
avoid accidents by obeying a few simple rules, as follows: 

1. Watch for the lights of an automobile and wait until 
the car passes. It is easier for the pedestrian to see the 
automobile lights than it is for the motorist to see the 
pedestrian—especially when turning around corners. 

2. Strictly obey the traffic signals—day or night—and 
do not jaywalk. Most pedestrian accidents of the more 
serious character occur out in the residential districts, 
where the average automobile speed is higher than down- 
town. 

3. Wear something white. It is easier for a motorist to 
see white at night. Most pedestrian victims, according to 
police and coroner’s reports, are dressed in dark clothes. 


The California Safety Council is assisting local groups 
in reducing pedestrian hazards, according to Fred D. Parr, 


President of the Council. Children and aged people are 
vulnerable, he added. 


Subject: National Society for the Prevention of 
Blindness, Inc. 


The National Society for the Prevention of Blindness, 
Inc. (Incorporated in the State of New York), is render- 
ing a service throughout the United States. It is a member- 
ship and nonprofit health organization, supported by volun- 
tary contributions, membership dues, legacies and bequests ; 
it receives no federal, state, or city aid, nor grants from 
any Community Chests. It is endorsed by the National 
Information Bureau, Inc., 215 Fourth Avenue, New York, 
N. Y., and is a member of the National Health Council, 
50 West Fiftieth Street, New York, N. Y. 

_This corporation is concerned with the control, and, 
where possible, the elimination of the causes of blindness, 
impaired vision, and eyestrain—not with the activities on 
behalf of those already blind. In this respect it operates 
in a field peculiarly its own and performs a much needed 
service to society. Particular attention is given to: 

1. Coéperating with the medical profession in devising 
measures and instituting procedures for the conservation 
of vision and the: reduction of blindness. 

2. Collaborating with those in industry who are striving 
to reduce eye injuries and eyestrain. 

3. Assisting nurses to become increasingly aware of 
their opportunities for conserving sight; and of the rela- 
tionship between eye health and general health. 

4. Demonstrating the value of trained medical social 
workers in eye hospitals and clinics and helping such 
workers to secure specialized training. 

5. Cobperating with educational authorities in: 

(a) Conserving the vision of school and college students. 
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(b) Establishing sight-saving classes for children whose 
vision is so defective that they cannot profitably use ordi- 
nary school equipment. 


(c) Providing specialized training for teachers of sight- 
saving classes. 


(d) Helping student-teachers secure better preparation 
for meeting the eye health problems of school children. 

6. Stressing the value of properly caring for the eyes of 
preschool children, and demonstrating an approved method 
of testing their vision in order to discover those who will 
benefit from early treatment. 

7. Furthering the universal use of preventive measures 
before and at birth to protect babies’ eyes from infection. 

8. Encouraging adequate prenatal care for every expec- 
tant mother, including a blood test and treatment when 


necessary as the means of preventing blindness from pre- 
natal syphilis. 


9. Furnishing information regarding the relationship 
between the conservation of vision and numerous environ- 
mental factors including: quality and intensity of illumina- 
tion, size and style of type, quality of paper, etc. 

10. Stimulating further investigation and study of the 
causes of blindness and impaired vision. 


11. Counselling governmental and voluntary agencies 
working for the conservation of vision. 


12. Serving as a clearing-house on all matters pertaining 
to the prevention of blindness and the conservation of 
vision; providing the public with information concerning 
the care and use of the eyes. 

The nature of the Society’s work is such that its public 
usefulness can be materially enhanced by any increase in 
its resources. There are numerous fields in which it could 
be of great public benefit, but from which the Society is 
now precluded, or in which its activity is limited, for lack 
of sufficient funds. 

Inquiries for further information welcomed. 

50 West Fiftieth Street, New York. 


Subject: Nomenclature of disease: Re poliomyelitis. 


C:ry AND County oF SAN FRANCISCO 
DEPARTMENT OF Pusiic HEALTH 


November 22, 1939. 
To the Editor:—For your information, I am attaching 
hereto a copy of a letter addressed to Dr. W. C. Dickie, 
Director, State Department of Public Health, regarding 


reporting of virus diseases. 
101 Grove Street. 


Sincerely, 
J. C. Getcer, M. D., Director. 


7 , 
(copy) 


City ANp County oF SAN FRANCISCO 
DEPARTMENT OF Pusiic HEALTH 


November 17, 1939. 
My dear Doctor Dickie: 

The diagnosis of virus diseases has brought forth a 
considerable amount of confusion as to clinical entity, with 
the result that many statistical errors must have been 
recorded. This is particularly true in respect to the disease 
acute anterior poliomyelitis. This disease today is not in- 
frequently confused with some type of acute encephalitis 
and at other times with encephalomyelitis, or with chorio- 
meningitis. Careful clinicians in this city have at times 
found it necessary to change the original diagnosis as first 
reported to the San Francisco Department of Public Health 
due to subsequent laboratory evidence. For virus disease 
investigation, several weeks are often needed. 

After conference with the San Francisco Department of 
Public Health Committee on Poliomyelitis, it was agreed 
that a new policy should be adopted relative to the diag- 
nosis and reporting of virus diseases. 

Acute cases showing no muscular weakness or paralysis 
in the group which might be labeled poliomyelitis, should 
be tentatively diagnosed acute neurotropic virus disease. 
These cases should be thoroughly studied, especially re- 
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garding laboratory tests of the blood and spinal fluid. 
When the diagnosis is finally made, such diagnosis should 
be sent to the State Department of Public Health. In the 
meantime the usual routine epidemiological studies, includ- 
ing isolation and quarantine of the patient and contacts 
would be carried out. 

Would it be possible to arrange for this change in report- 
ing to the State Department along the lines suggested 
above. I feel sure it would result in much more accurate 
figures, especially for poliomyelitis. 

Sincerely, 
J. C. Getcer, M. D., Director. 


MEDICAL JURISPRUDENCEt 


By Harttey F. Peart, Esq. 
San Francisco 


Statutes Enacted by the 1939 Legislature Which Are 
of Interest to the Medical Profession. 


Two of the most important laws passed by the 1939 
legislature were the measures providing for premarital 
(Chapter 127) and prenatal examination (Chapter 3822). 
Since these measures have received lengthy discussion in 
several articles (see September, 1939, issue of CALIFORNIA 
AND WESTERN MEDICINE at page 200), they will not be 
reviewed here. 

Other laws were passed which, although they have not 
received as much publicity as the premarital and prenatal 
examination laws, should be of interest to a large body of 
the medical profession. 


Chapter 360. Qualifications of Drugless Practitioners. 

Qualifications of drugless practitioners have been raised 
to require a study course of not less than 3,000 hours as 
compared to 2,000 hours required previously. The course 
of study must include anatomy, histology, elementary 
chemistry and toxicology, physiology, elementary bacteri- 
ology, hygiene, pathology, diagnosis, manipulative and me- 
chanical therapy, gynecology, and obstetrics. 


Chapter 1021. Chiropodists. 


This chapter requires all applicants graduating from 
a chiropody college after January 1, 1941, to have had one 
year of resident work of college grade before entering the 
chiropody college in a school approved by the Board of 
Medical Examiners. 


Chapter 250. Medical Services Plans: Pay-Roll De- 
duction for Public Employees. 

This chapter authorizes governing bodies of counties, 
school districts, municipal corporations, political sub- 
divisions, public corporations and other public agencies to 
adopt and carry into effect a system of medical and hospi- 
tal service through nonprofit corporations. The system 
applies to all employees who may elect to accept it, and 
who have authorized the governing body to make pay-roll 
deductions. Membership is, therefore, voluntary, but can 
apparently be paid for only by the pay-roll deduction 
method. The system must be open to participation by all 
licentiates of the particular class (doctors of medicine, 
osteopathy, chiropractic, etc.), offering services through 
such corporation. 

The statute also authorizes the governing bodies to adopt 
and carry into effect systems of group life, accident and/or 
health insurance or to purchase group policies of life, health 
and/or accident insurance, both on the basis of voluntary 
acceptance by the employee. 


{ Editor’s Note.——This department of CALIFORNIA AND 
WESTERN MEDICINE, presenting copy submitted by Hartley 
F. Peart, Esq., will contain excerpts from and syllabi of 
recent decisions and analyses of legal points and procedures 
of interest to the profession. 
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Chapter 112. Municipal Hospitals in Fifth and Sixth 
Class Cities. 
This measure permits these hospitals to enter into non- 
profit hospital service plan contracts. 


Chapter 281. Qualifications of Applicants for Phy- 
sicians’ and Surgeons’ Certificates. 

Article 5 of the Business and Professions Code has been 
amended to change the qualifications for the certificate to 
practice medicine. For further information concerning 
qualifications, the Code itself should be consulted. 


Chapter 341. Interneship. 


Section 2147.5 has been added to the Business and Pro- 
fessions Code and changes the regulations concerning prac- 
tice of medicine or osteopathy by students and graduate 
students who are not yet holders of a certificate to practice. 
The section provides that graduate students of approved 
schools of medicine or osteopathy, or regularly matricu- 
lated students in approved schools, may as a part of their 
course of study treat the sick either in their school or as 
an interne in a hospital approved for the training of in- 
ternes and receive from the school or hospital compen- 
sation for such services. However, the section limits to 
two years the period within which students and graduate 
students can perform the above services without being 
licensed to practice medicine and surgery. 


Chapter 343. Use of the Title “Doctor.” 

Section 2409 has been added to the Business and Pro- 
fessions Code and provides: 

Unless a person licensed and authorized under this chap- 
ter or any preceding medical practice act to use the title 
“doctor” or the letters or prefix “Dr.” holds a physicians’ 
and surgeon’s certificate, the use of this title or these 
letters or prefixes without further indicating the type of 
certificate he holds, constitutes unprofessional conduct 
within the meaning of this chapter. 


Chapter 344. Use of Term “Drugless Practitioner.” 
Section 2142.5 has been added to the Business and Pro- 
fessions Code and reads as follows: 


Any person who uses in any sign or advertisement the 
word, term or suffix “drugless practitioner’ without having 
at the time of so doing a valid, unrevoked certificate, as 
provided in this chapter, is guilty of a misdemeanor. 


Chapter 955. Licensing of Dispensing Opticians. 

This law provides for the licensing by the Board of 
Medical Examiners of persons engaged in filling optical 
prescriptions for physicians licensed by that board. Li- 
censed optometrists or physicians and surgeons are exempt 
unless they are exclusively engaged in the business of fill- 
ing prescriptions for physicians and surgeons, in which case 
they, too, must procure such a license. 


Chapter 467. Internes in State Hospitals. 


Internes in state hospitals may now be classified as 
“senior internes’ who must have a certificate from the 
State Board of Medical Examiners (which is the present 
requirement for all internes) and “student internes” who 
must have such certificate or be eligible to take an exami- 
nation for it. 


Chapter 1097. Narcotic Prescriptions. 

All prescriptions of narcotics are now required to be in 
handwriting and on forms issued by the Division of Nar- 
cotic Enforcement. Prescriptions for certain codein prepa- 
rations of United States Dispensatory as well as those of 
United States Pharmacopoeia and National Formulary are 
exempt. 

Other measures were passed dealing with insane per- 
sons, crippled children, and hospital regulation. However, 
since these measures are of interest to specialized groups 
only, they will not be fully discussed here. 
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TWENTY-FIVE YEARS AGO? 


EXCERPTS FROM OUR STATE MEDICAL 
JOURNAL 


Vol. XII, No. 12, December, 1914 


From Some Editorial Notes: 


Christmas Greetings—This number of the JouRNAL 
completes the twelfth volume and is the end of another 
year. It has been a very large year and indeed filled with 
surprises and awful shocks. But we, on this edge of the 
world, can be very thankful for our position, and for the 
fair degree of prosperity that has been vouchsafed to us. 
Trying times are with us and trying days are to come. To 
every member the JourNAL wishes a Christmas present 
of courage and encouragement; look steadily toward the 
future as dispassionately as possible, and remember our 
duties and our rewards in the knowledge of things accom- 
plished, suffering aided and good done. We will all have 
to economize on some of our luxuries, but let us do it 
cheerfully and be thankful for the gift of peace that has 
been given to us to enjoy; just now it is a very rare and 
precious present. 

7 7 7 


A Word on Papers—While on the subject of contribu- 
tions to the JouRNAL, it may not be out of place to reiterate 
some suggestions to authors; to some, they may seem 
trivial, but they are all very essential to acceptance and 
prompt consideration. 


All manuscripts must be typewritten and on one side 
only of the sheet of paper. 


Always leave a margin at the left of the page, at least 
an inch in width. 


Never “single space”; always use the double space in 
typewriting a paper. 

Read over the finished paper carefully, and make sure 
of the correct spelling of proper names, publications quoted, 
etc. 

Always spell words out in full; do not abbreviate, like 
“temp.” for temperature. Do not try any fancy stunts 
with “revised spelling,” such as “tho” and “thru,” etc. 

Buy a medical dictionary, and satisfy yourself that all 
diphthongs, except for the terminal plural, are no longer 
used. 

In making a quotation, be sure that the quotation marks 
are placed at the end, as well as the beginning of the por- 
tion quoted. 

Never roll a manuscript; send it flat or folded as many 
times as you like, but do not roll it. If you want to know 
why, just roll up some sheets of paper, leave them tightly 
rolled for a few days and then try to handle them! 

Never paste cuts or illustrations on sheets in the middle 
of a paper. Send them in separately, properly marked with 
the legend you think should go under them, with your 
name on the back, and indicate in the paper where you 
would like them to go. 

Put your name and city on the first sheet under the title 
of your paper. (It would surprise you a whole lot to know 
how many contributors forget to do this little thing!) 

Number the sheets consecutively from first to last. 

Case histories should be as carefully written as any 
other portion of a manuscript, and no abbreviations used. 

Ordinary bedside charts, as frequently sent in, cannot be 
reproduced, but have to be redrawn. Illustrations are sel- 
dom necessary, if a paper is well and clearly written. 

(Continued in Front Advertising Section, Page 23) 


+ This column strives to_mirror the work and aims of 
colleagues who bore the brunt df Association activities some 
twenty-five years ago. It is hoped:-that such -presentation 
will be of interest to beth old and new members. 
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BOARD OF MEDICAL EXAMINERS 
OF THE STATE OF CALIFORNIAt 


By Cuartes B. PinkHam, M. D. 
Secretary-Treasurer 


Board Proceedings 
A regular meeting of the Board of Medical Examiners 


was held at the State Capitol, Sacramento, October 16 to 
19, 1939. 


Approximately sixty-eight applicants wrote the ex- 
amination, including physicians and surgeons, drugless 
practitioners and chiropodists. 

The officers of the Board for the ensuing year were 
elected as follows: 

William R. Molony, Sr., M. D., president. 

Clark L. Abbott, M. D., vice-president. 

Charles B. Pinkham, M. D., secretary-treasurer. 

Printed forms were adopted, under Chapter 955, Statutes 
1939, covering registered dispensing opticians. 

The so-called Extra-Mural Schools of Great Britain 
were disapproved because of reports of low standards. 

The following actions were taken by the Board follow- 
ing hearings: 

Joseph B. Blackshaw, M. D., Edward J. J. Finnerty, 
M. D., Roscoe Earl Hamlin, M. D., and Roy Paul Wood- 
ruff, M. D., were found guilty of narcotic dereliction and 
penalty was deferred until the October meeting. 

Harry Hugh Ellis, M. D., on October 18, 1939, was 
placed on probation for two years for aiding and abetting. 

Stewart J. Fitch, M. D., on October 18, 1939, was placed 
on probation for a period of five years, based on conviction 
of a crime involving moral turpitude. 

Ralph Wayne Harris, M. D., on October 18, 1939, was 
placed on probation for five years, without narcotic privi- 
leges, based upon conviction of violation of the Harrison 
Narcotic Act. 

Charles C. Landis, M. D., on October 18, 1939, was 
found guilty of aiding and abetting, and penalty was de- 
ferred until the regular meeting of the Board to be held 
in San Francisco, June, 1940. 

The following licenses were revoked: 

Lee V. Evitts, licensed chiropodist, revoked October 19, 
1939. 

Perley B. Exelby, M. D., revoked October 18, 1939 
(aiding and abetting). 

Paul L. Markley, M. D., revoked October 18, 1939, based 
upon record of conviction of violation of the Harrison 
Act. 

Thomas D. Wyatt, M. D., cited on three charges of 
alleged illegal operation; was found guilty on two charges, 
and revoked October 19, 1939, on each, the third charge 
being dismissed. 

Hearing on charges of the following individuals cited 
before the Board were continued to the next regular 
meeting : 

Nathan S. Housman, M. D. 

William R. Owens, M. D. 

John Marshall Robinson, Jr., M. D. 

Gifford L. Sobey, M. D. 

Daniel R. Wilson, M. D. 


On November 2, Governor Olson announced the appoint- 
ment of William A. Swim, M. D., Los Angeles, as a 
member of the Board of Medical Examiners, vice John 
MacLean, M. D., term expired. 

(Continued in Front Advertising Section, Page 28) 


7 The office addresses of the California State Board of 


= Examiners are printed in the roster on advertising 
page 6. 





